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The Value of Iodine in the Treatment of Goitre* 


BY JAMES M. ANDERS, M.D. 
Professor of Medicine in the Graduate Medical School of the University of Pennsylvania, Philadelphia 


Progress in endocrinology has not been 
rapid in the past, but by gradations and at 


long intervals of time outstanding discov-' 


eries have been made. The goitre problem 
is an important one in view of the fact that 
the incidence of the disease is rising. Says 
Jackson :* “The great majority of girls in 
the middle west have not only a physiologic 
but a pathologic enlargement of the thyroid.” 
Many of these are colloid goitres of which 
a certain percentage never show the second- 
ary development of adenomas. In recent 
years the subject under discussion has re- 
ceived much attention. That the true cause 
of exophthalmic goitre remains unknown is 
an acknowledged fact, hence its treatment 
varies according to the clinician’s individual 
point of view. 

Plummer and Boothby? have reviewed the 
earlier literature on iodine in the treatment 
of goitre; they also report their own results, 
which indicate striking benefits since begin- 
ning its use in March, 1922. Similar bene- 
ficial effects with this agent have since been 
recorded by Starr, Walcott, Segall and 
Means* from the Massachusetts General 
Hospital. In 1924 Graves’s disease and 
adenomatous types of goitre were reported 
upon in relation to iodinization by Mason,* 
Boothby,’ and Read,® and the consensus of 
opinion among these clinicians is also to 
the effect that it has proven itself effective 
not only in the non-surgical treatment of 





*Read before the American Therapeutic Society. 





exophthalmic goitre, but also in postopera- 
tive cases in which the patients continue to 
be more or less thyrotoxic. The iodine 
treatment of goitre, however, is too recent 
to justify any except tentative conclusions. 

It is to be recollected that in this complaint 
there is a strong tendency toward spon- 
taneous cure after one, two or more ex- 
acerbations, during a period of two or three 
years—a fact stressed by Barker’, Read and 
others—so that it is confessedly difficult to 
evaluate the agents employed in its treat- 
ment, including iodine. Holst® states that 
“spontaneous healing of exophthalmic goitre 
is due to regressive changes in the Basedow- 
adenoma bringing its growth to a standstill, 
while there is still sufficient normal thyroid 
tissue left to carry on the normal function 
of the organ.” 

My paper is based upon clinical observa- 
tions and a few accepted pathological and 
physiological data. So far as possible the 
clinician must ever rest his statements upon 
known physiological facts, although his 
bedside observations may not be always in 
strict agreement therewith; hence it happens 
that the results yielded by therapeutic meas- 
ures may at times defy correlation with 
laboratory discoveries. Physiologist and 
clinician, however, should be sympathetic co- 
workers in determining the truth of the 
scientific propositions involved in the sub- 
ject of goitre and the permanence of results 
obtained from treatment. Doubtless, exist- 











ing antagonism between these two groups in 
the past has delayed progress in our knowl- 
edge of the important subject under dis- 
cussion. 

At present writing iodine, more particu- 
larly Lugol’s solution, is enjoying wide 
popularity among clinicians in the treat- 
ment of goitre. It is to be recollected, as 
Kocher® first insisted, that a _ sufficient 
amount of iodine is essential for the proper 
functioning of the thyroid gland; and he 
also observed a lack of it in endemic goitre, 
and especially that type classified as “diffuse, 
vascular, colloid goitre of childhood and 
adolescence.” On the other hand, he found 
that many cases of endemic goitre in Swit- 
zerland reacted unfavorably to iodine; this 
led him to utter the first warning of which 
we have record against its indiscriminate 
use. 

In order to study the effects of iodine in 
goitre, several different types of the disease 
must be distinguished. For example, the 
toxic adenomatous form is to be separated 
from true exophthalmic goitre. Non-toxic 
goitre is divisible into two types: (a) the 
diffuse, soft, colloid, or nodular type, and 
(5) a denser, encapsulated, adenomatous 
type. The former variety of goitre yields 
generally to Lugol’s solution (min. x-xv 
t.id.). On the other hand, an opposite 
reaction often occurs in the cases belonging 
to the latter, or the harder, encapsulated 
type, especially in persons over forty years 
of age. These may show clear and con- 
vincing evidences of hyperthyroidism fol- 
lowing the use of this remedy. Since the 
advocacy of Lugol’s solution, more par- 
ticularly by Plummer’® of the Mayo Clinic, 
to whom the medical profession owes a debt 
of gratitude for much practical and useful 
knowledge in the employment of this valu- 
able remedy, the tendency among general 
practitioners has been to employ it too indis- 
criminately. 

Neither Kocher, who was among the first 
writers to point out its value in certain forms 
of endemic goitre, nor Plummer, who has 
long advocated the use of this remedy before 
operations on the gland with the object of 
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preventing postoperative exacerbations of . 





nervous phenomena, however, is in favor of 
its promiscuous use in this disease. It seems 
to me a warning note should be sounded lest 
the iodine treatment of endemic and exoph- 
thalmic goitre become a veritable fad with 
unfortunate results in some cases at least. 
Well may we ask, Who will direct the tide 
of therapeutics in relation to these com- 
plaints with moderation and understanding? 

Adenomatous goitre may show thyrotoxic 
symptoms, most frequently in middle life, 
from various etiologic factors, e¢.g., over- 
exertion, focal infection, nervous shock, 
child-bearing, and the like. Plummer 
states that thyrotoxic symptoms appear 
on the average about fourteen and a 
half years after the goitre is first noticed. 
At this stage of the disease the danger 
of rendering a patient with adenomatous 
goitre thyrotoxic is greatest, and it seems 
to me that iodine should not then be 
employed. Indeed, at any period of the 
disease these unfavorable symptoms may 
appear after iodinization. 

I have recently seen a case in consulta- 
tion of long-standing adenomatous goitre 
presenting marked thyrotoxic symptoms 
after the use of sodium iodide, prescribed 
by her physician. This was, in view of the 
severity of the nervous phenomena and the 
degree of exophthalmus, an instance of 
what Dr. Boothby has aptly termed a 
medical tragedy. Fortunately, after two 
months’ treatment consisting of rest in bed 
and the use of arsenic, quinine hydrobro- 
mide, and Mobius’ serum, the tachycardia, 
tremor and the exophthalmus disappeared 
in great part. Such cases cannot be classified 
as exophthalmic goitre proper, as before 
stated, but as hyperthyroidism engrafted 
upon the hard encapsulated type of endemic 
goitre. Lest the number of such sad cases 
as this resulting from the imprudent em- 
ployment of iodine becomes too formidable, 
now that this remedy has become the vogue, 
it is a matter of the utmost importance to 
insist upon a just appreciation of its possi- 
ble ill effects. Moreover, I am in accord 
with L. F. Barker? when he states “after 
a recovery from an attack, these patients 
are prone to recurrence in later life.” 




















We may, I think, safely assume that true 
exophthalmic goitre is dependent upon dys- 
function of the thyroid gland and discard 
the hyperthyroidism theory of the disease. 
We are not fully justified in exhibiting 
iodine in this disease, on theoretic grounds, 
unless we accept this view. Extraordinary 
results have been reported by certain lead- 
ing and trustworthy clinicians from experi- 
ence of its use in exophthalmic goitre. The 
amount of iodine needed for thyroxin. daily 
is far less than that which is required to 
obtain good results in exophthalmic goitre. 
It is, therefore, still an unsolved question 
how the iodine produces its good results in 
this disease. It has been observed by my- 
self and others that the amount of iodine 
required to overcome the degree of starva- 
tion present is the equivalent of about fif- 
teen drops of Lugol’s solution daily. Jack- 
son,’? however, administers ten to fifteen 
drops three times a day before operation. 
“Following operation, 10 drops is given in 
500 cc of normal saline solution by procto- 
clysis, while 40 or 50 drops is given by 
mouth for twenty-four hours. The iodine 
may be diluted freely in water.” 

The commencing dose of Lugol’s solu- 
tion, which may subsequently be increased 
if found to be needful, should not exceed 
five drops thrice daily, this being often fol- 
lowed by a prompt and decided decrease in 
the pulse rate and a gradual lowering of 
the metabolic rate with improvement in the 
tremor and nervousness, in some cases at 
least. When ten- to fifteen-drop doses of 
this remedy are prescribed the patient is 
liable to mobilize an excess of iodine, in 
which case also an exacerbation of the 
thyrotoxic features occurs and may defeat 
all efforts at the cure of the disease. Doubt- 
less, there is an excess of normal thyroid 
secretion present in exophthalmic goitre, 
but some of it is, as Plummer holds, imper- 
fect. If the effect of the iodine be favor- 
able in a given case, it must be long con- 
tinued with brief interruptions, as would 
appear obvious from a consideration of the 
protracted nature of the disease. If it be 
discontinued after a short course of admin- 
istration, the immediate development of 
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severe thyrotoxic symptoms is often ob- 
served. 

The question of the administration of 
iodine in exophthalmic goitre is an impor- 
tant one, and the problem of the dosage in 
relation to various factors, “such as the 
size of the gland, rate of metabolism, age 
of the patient, pathology of the goitre, 
duration of the disease, and the sympa- 
thomimetic symptoms, is yet to be solved.”’** 
It is permissible to attribute the thyrotoxic 
manifestations to a qualitative rather than a 
quantitative change in the thyroid secretion, 
although some writers entertain the view 
that there is a slight degree of paucity of 
the normal product of the gland; or in other 
words that the thyroxin secreted in exoph- 
thalmic goitre is “iodine-poor.” For ex- 
ample, McClendon and Hathaway** have 
proven statistically to their own satisfaction, 
at least, that both simple and exophthalmic 
goitre in the United States are caused by 
iodine starvation. It has likewise been 
clearly shown that iodine would be equally 
efficacious in certain types of adenomatous 
goitre and Graves’s disease, if the dosage 
were properly adjusted to the- particular 
case in hand. Adenomatous goitre with 
hyperthyroidism, however, does not lend it- 
self to confirmation of the therapeutic value 
of iodine in this disease, for the reason that 
an excess of normal thyroid secretion is 
already present. 

A further study of the relationships of 
these two forms of goitre will probably 
show not only an etiologic and to a large 
extent a therapeutic identity, but reveal in- 
timate relations in other directions. Patho- 
logically, however, adenomatous and exoph- 
thalmic goitre can be, according to Aschoff,** 
clearly distinguished from one another. On 
the other hand, Holst claims that the patho- 
logic anatomic processes constituting the 
Basedow-struma are essentially similar, all 
showing either gross or microscopic ade- 
nomas. 

In both simple and exophthalmic goitre 
a low iodine store, therefore, occurs, and 
thus are explained the beneficial effects of 
the remedy in these types. Exophthalmic 
goitre, however, embodies abnormal states 
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of the vegetative nervous system, so that 
excessive or altered thyroid secretion is not 
the whole story. Personally I have never 
seen, nor do I believe it to be true, that 
iodine ever produces a cure in this disease. 
On the other hand, in the colloid goitre of 
the young before the development of the 
adenomas a cure is obtainable with this 
remedy in many cases at least. Marine holds 
that iodine is most efficacious in endemic 
forms of the colloid type. Jackson has 
stressed the importance of. early treatment 
and advocates the continued use of iodine 
from the age of ten to the age of twenty. 
Unfortunately, iodine may lose its efficacy 
after several months due to the develop- 
ment of a tolerance for the remedy. It is 
also interesting to note that “iodine causes 
a morphologic change in the gland, colloid 
replacing areas of hypoplasia” (Jackson**). 
Marine’s studies, however, have made the 
successful prophylaxis of the development 
of adenomatous tissue in the thyroid gland 
possible as demonstrated on the school- 
children of Akron, Ohio. 

In this connection I should like to stress 
the fact that the previous administration of 
iodine does not lessen the toxic effect of 
thyroid extract in these cases; this substance 
has, in my experience, uniformly caused an 
aggravation of the thyrotoxic features. 
Whether my observation of the effects of 
thyroid extract in Graves’s disease has been 
paralleled by that of others is a point on 
which further information would be highly 
desirable. On the other hand, in hypothy- 
roid states, e.g., myxedema and certain 
types of endemic goitre, thyroid extract is 
the remedy of choice. We can account 
for this difference in the behavior of these 
remedies, namely, thyroid extract and io- 
dine, by assuming that in exophthalmic 
goitre there is an alteration and not a mere 
lack of thyroid secretion, which the iodine 
renders available in a manner not yet clearly 
understood. The theory that the thyroxin 
molecule in exophthalmic goitre is not com- 
pletely iodized (a view corroborated by the 
experimental labors of Kendall and Ma- 
rine™’) is pretty widely accepted. 


SUM MARY. 


In exophthalmic goitre, iodine in appro- 
priate doses can initiate or at all events 
hasten a subsidence of the symptoms of 
active hyperthyroidism. Most clinicians 
who have had experience of its use report 
abrupt remissions from iodine, although 
some are more extensive than others; and 
in some cases a slower decrease in the 
metabolic rate with an improvement in the 
sensations and an increase in the weight of 
the patient occurs than in others. That these 
remissions occur spontaneously, as pointed 
out above, and that this disease runs a long 
course with spontaneous tendency toward a 
cure in all cases, however, are to be recol- 
lected. 

It would be an error to contend that 
owing to the favorable effect of the iodine 
preparation in exophthalmic goitre, neither 
x-ray treatment nor partial thyroidectomy 
are any longer necessary. Plummer, as 
stated above, advocates Lugol’s solution as 
a pre- and post-operative remedy. Again, 


it is not reasonable to suppose that cases of 
adenomatous goitre with hyperthyroidism 
can be favorably influenced by iodine, since 
in these there is already present an excess 


of normal thyroid secretion. If this state- 
ment be justified, then surgery, and x-ray 
therapy, will continue to occupy a place in 
the treatment of goitre. 

It is further to be recollected that iodine 
preparations per se do not effect a perma- 
nent remission in exophthalmic goitre after 
a patient returns to his active daily life, 
even though he be kept under their influence 
continuously with brief interruptions. We 
can, however, render the patient far more 
comfortable than he would be otherwise, the 
while nature is slowly working toward a 
cure. It should be pointed out that a dis- 
continuance of the iodine may be followed 
by a decided exacerbation of the thyro- 
toxicosis. Again in about 25 per cent of 
the cases iodine fails to benefit the sufferer 
from exophthalmic goitre, and in adenoma- 
tous types with hyperthyroidism, as before 
stated, it often does positive harm. In the 
last named variety I have seen excellent 
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results from both the x-ray treatment and 
subtotal thyroidectomy. 

In the colloid variety met with in early 
life and particularly in the endemic type, 
iodine often produces curative effects. 
Lastly, it should be well understood that 
the administration of iodine over a long 
period of time with striking benefits does 
not prevent the thyrotoxic effects of thy- 
roid extract or thyroxin, if subsequently 
administered, in exophthalmic goitre. 
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Study of One Hundred Cases of Erysipelas from 
the Wards of the Philadelphia General Hospital 


BY JOSEPH C. DOANE, M.D. 
Chief Physician of the Philadelphia Hospital 


AND 


RALPH M. TANDOWSKY, M.D. 
Philadelphia 


Although erysipelas was known to the 
ancients we are able to-day to add but little 
to the classical descriptions of Boix,’ Bil- 
houet,? Stillé,* and others, written many 
years ago. Judging from a review of the 
literature covering the past half century, 
this disease appears to have as its chief 
claim a distressing record as a dread sur- 
gical complication. With the advent of 
aseptic surgery both the incidence and mor- 
tality of this form of streptococcic infection 
have markedly decreased. 

It is the aim of this brief review of a 
series of cases of erysipelas to point to 
some possibilities as to the usual foci of 
infection in facial erysipelas, and to attempt 
to correlate somewhat the symptoms pre- 


sented by one hundred cases from the serv- 
ice of one of us, at the Philadelphia Gen- 
eral Hospital. Brief mention will also be 
made of certain therapeutic measures em- 
ployed in this group. 

The first cultivation of the streptococcus 
of erysipelas was made by Fehleisen,* in 
1883. It was long believed that the so- 
called streptococcus erysipelatis was an 
essentially different strain from the strep- 
tococcus pyogenes. The production of | 
erysipelas in animals,® with streptococci 
from other sources, however, seems to in- 
dicate that the two groups cannot be sep- 
arated, and that the specificity of Feh- 
leisen’s organism for erysipelas is question- 
able. However, in view of the recent 











studies, by modern methods, of the strep- 
tococcus from scarlet fever, in which the 
results seem to show that a definite group 
of streptococci are causative in this disease, 
it might be profitable to subject the strep- 
tococcus from erysipelatous lesions to simi- 
lar methods of study in the hope of proving 
them a definite group.°** During the 
active stages of the disease the organism 
remains localized in the lymphatic spaces, 
while its toxins are carried into the general 
systemic circulation. Histologic studies 
made from our autopsies demonstrate 
myriads of streptococci from one to two 
inches beyond the erythematous area. This 
fact is of therapeutic value when mechani- 
cal methods of treatment, such as incision, 
or the use of the phenol or collodion line, 
are employed. As a preliminary statement 
of a bacteriological investigation now go- 
ing on, of the relation of streptococcic 
angina and facial erysipelas, it may be said 
that cultures from the nose and throat of 
patients suffering with erysipelas frequently 
reveal the presence of many varieties of 
streptococci in which the streptococcus 
pyogenes group predominate. 

It is probable that the location and dis- 
tribution of facial erysipelas are dependent 
upon the anatomy of the facial lymphatics 
and the accessibility of these structures to 
the nasopharynx. The lymphatics of the 
face are very numerous, and, as has been 
demonstrated, both by the injection method 
and by dissection, they communicate more 
or less directly with the lymphatics of the 
nasopharynx.® Due to this fact it can easily 
be seen that streptococcic infection of the 
nasopharynx and tonsillar crypts could, by 
following backward the lymph spaces of the 
nasopharynx, or by direct continuity of 
tissue, reach the mucocutaneous junction, 
and produce an erysipelas of the face, with- 
out apparent injury as its source, and thus 
somewhat merit the now discarded term 
“idiopathic.” That the so-called idiopathic 
type of erysipelas must be relegated to that 
list of medical fallacies the number of 
which mounts as our knowledge increases 
seems indisputable. It does not appear why 
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the roof and not the floor of the ‘nasal 
chamber is followed, unless this fact also 
has a purely mechanical explanation in so 
far as the lymphatic distribution is con- 
cerned. The lymphatic channels of the 
face, proper, originate in the infraorbital 
and lateral nasal regions as well as the 
region of the upper lip, and pass down and 
outward in an oblique direction. That this 
fact explains the rarity, even in a marked 
facial infection, with which the upper lip 
and chin are involved, rather than any effect 
which creasing or wrinkling of. the skin 
might have in sparing this area, seems rea- 
sonable. The lymphatics of the lower lip 
and chin have a different source and direc- 
tion of drainage than those of the lateral 
aspects of the face. They anastomose with 
the lymphatics of the face proper in the 
submaxillary region. Both the facial and 
chin lymphatics drain into the superficial 
submaxillary nodes, and also to some ex- 
tent into the deep cervical lymphatics. The 
so-called “bull-neck” is often observed in 
erysipelas when this deep chain of glands 
is involved. We have repeatedly observed 
that before the chin is involved in this 
process, should this invasion come from 
the face proper, the infecting organism 
must traverse the facial channels to or near 
their terminations in the submaxillary 
region, and then spread upward to the chin 
by a retrograde damming-back process. 
There is an indirect communication be- 
tween the lymphatics of the upper face and 
forehead and those of the scalp. Not in- 
frequently, we see the process spread from 
the face to the scalp, due to this lymphatic 
communication. It would seem, then, that 
the speed in the extension of the rash, as 
well as the apparent tendency of the facial 
type to be self-limiting, can be explained by 
the lymphatic distribution of the part in- 
volved and in part, at least, by the closing 
of the lymphatic channels by wrinkling or 
creasing of the skin. 

Some interesting clinical features were 
observed: Of the one hundred cases 
studied, 59 occurred in males, while 41 oc- 
curred in females. The average age of 
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occurrence in both sexes combined was 45.6 
years. The average age for females was 
43.3 years, while in males it was 47.9 years. 

The following age incidence is somewhat 
instructive : 


Cases’ under 2 years of age 
Between 2 and 20 years 
Between 20 and 35 years 
Between 35 and 60 years 
Over 60 years 


Those of American birth predominated 
in our series. This is shown by the fol- 
lowing tabulation : 


Americans 


(6 cases occurred in negroes) 
Russians 


Italians 
Germans 
South Americans 


It is interesting to observe that in the 
American-born the disease is surprisingly 
common, particularly when we consider the 
large number of foreigners resident in the 
city, who live under the most unhygienic 
conditions. A study of the seasonal inci- 
dence of erysipelas, covering a number of 
years, confirms the observation of Anders*® 
that the largest number of cases occur dur- 
ing the first five months of the year. 

Thirteen of our cases give a definite his- 
tory of previous attacks; one had six abor- 
tive attacks of facial erysipelas in the course 
of two months, the focus of infection being 
a streptococcic dacryocystitis. We have 
seen a recurrence after eight days of con- 
valescence from an attack of active facial 
erysipelas, one attack appearing to predis- 
pose to another. 


Tabulation of Recurrence: 
8 had 1 previous attack. 
3 had 2 previous attacks. 
1 had 3 previous attacks. 
1 had 6 previous attacks. 


As to prodromal symptoms, our findings 
differed. somewhat from those commonly 
mentioned in the standard medical works. 
Chills and vomiting are usually described as 


common prodromal symptoms. In this 
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series 18 patients give a history of an initial 
chill, 8 of vomiting, and 4 of both vomiting 
and chills. Thirty-seven of our cases give 
a definite history of rhinitis and sore throat, 
from one to three days before the rash ap- 
peared. Of the remaining 30, 24 had, as 
a sole prodromal symptom, pain over the 
area involved. Of this number but 8 gave a 
definite history of injury near the point of 
initial infection. In the remaining cases the 
prodromal symptoms were either lacking or 
indefinite. 

The foregoing observations strongly sug- 
gest the relationship of this disease to infec- 
tion of the nasopharynx. 

The distribution of the rash was as fol- 
lows: 

Facial 
Facial and scalp 
Neck and shoulders 
(from carbuncles). 
Generalized 
(luetic child). 
Breast 


(carcinoma of the breast). 
Foot 


(from tuberculous sinus). 


Of the 93 facial cases, the chin was not 
involved in 71. The nose was involved in 
92 of the 93 cases, and the eyelids were 
involved in 89. It is suggested that infec- 
tion of the face, particularly when starting 
near the angle of the eye, may arise as the 
result of organisms traversing the naso- 
lachrymal duct from an infected nasal 
mucous membrane. Blebs were present in 
12 cases. 

The temperature ranged from normal in 
the aged to 107° F. No constant type of 
fever was observed. 


Tabulation of Temperatures: 
Continuous fever 
Remittent : 
Normal or subnormal ...... 
Intermittent 


The respiration and pulse rates were pro- 
portionate to the temperature in the great 
majority of cases. 

The average time that elapsed before 
desquamation began was nine days, and re- 





768 


quired approximately five days for com- 
pletion. 

Five cases exhibited a noisy delirium, 
while five presented a low mumbling trem- 
ulous delirium. In the latter five mentioned 
no history of alcoholism was obtained. De- 
lirium tremens was a complicating factor in 
three cases. One case of paranoid psychosis 
and one of toxic confusion were present in 
our series. The average duration of the 
disease in our patients was 1314 days. 

Routine urinalysis on the 100 cases dis- 
closed the presence of hyaline and granular 
casts in 31. Of these cases two gave a 
definite history of a preéxisting nephritis. 
One case developed acute nephritis during 
the course of the disease. There was little 
distinctive information gained from the 
study of the blood in this series. The white 
cell counts varied from 5400 to 26,600. In 
95 per cent of the cases the polymorphonu- 
clear leucocytes were increased from 5 to 
15 per cent, and those cases with the 
low leucocyte count invariably ran a pro- 
longed and often fatal course. The strepto- 
coccus erysipelatis was not recovered in 
blood culture. In 45 cases some previous 
chronic pathological process existed. Con- 
sidering the small number of complications 
seen in this series considerable variation in 
type was observed. They were as follows: 


Diphtheria 
Dacryocystitis 

Parotitis 

Toxic urinary retention 
Abscess formation 
Alopecia 

Delirium 

Psychosis paranoid 
Psychosis confusional 
Acute nephritis 

Acute cardiac dilatation 
Septico-pyemia and suppurative lymphadenitis. 2 


Of the 100 cases, 83 enjoyed a complete 
recovery. Two cases developed pharyngeal 
diphtheria while in the active stages of 
erysipelas, both being children under five 
years of age; 15 cases died. One death 
occurred in a plethoric middle-aged negro, 
from an acute cardiac dilatation during his 


convalescence. Another death occurred in 
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a postpartum case, the fourth day after a 
criminal abortion. Death was due to a 
bacteremia, not traceable to the streptococ- 
cus erysipelatis as was proven by blood 
culture. Three of the cases that died oc- 
curred in chronic alcoholics and were com- 
plicated by delirium tremens in addition to 
their erysipelas. One case of erysipelas com- 
plicated carcinoma of the rectum, and in 4 
others the erysipelas complicated neurolog- 
ical conditions of long standing. Of the 
remaining five deaths, in one the erysipelas 
complicated a surgical condition, while in 
three cases the erysipelas complicated a 
chronic nephritis with urea retention. In the 
remaining death, erysipelas complicated a 
case of chronic heart disease with auricular 
fibrillation. The average age of death in 
this series of 100 cases was 59.8 years. 
The treatment of erysipelas varies from 
the exhibition of St. Anthony’s bones in 
Southern Europe to the application of 
cranberry poultices and red flannel shirts in 
Philadelphia. Since facial erysipelas is 
usually self-limiting, in the absence of any 
complicating condition, which would con- 
traindicate allowing the disease to subside 
in the usual ten to fourteen days, little 
drastric treatment is necessary. Ice-cold 
magnesium sulphate solution, or other 
hypertonic saline mixture applied on a 
properly made mask, is very comforting to 
the patient. To an ounce of this mixture 
a drachm of glycerin may be added, to pre- 
vent too rapid drying. Symptomatic treat- 
ment, in conjunction with the eliminative 
measures usually employed in a toxemia, is 
useful. When the erysipelatous infection 
becomes generalized, or if the toxicity of 
the patient is so great that attempts to halt 
the process at once are necessary, more 
active steps must be taken. We do not 
favor the use of tincture ferric chloride in 
this condition, and ichthyol appears more 
powerful than it really proves to be. In 
wandering erysipelas of the scalp, or even 
of the extremities and trunk, compression 
is often useful. This can be accomplished 
by the use of the collodion line, the phenol | 
line, by the production of an artificial 
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wrinkle with adhesive plaster, or by the 
application of a catheter or rubber tube in 
the manner in which a tourniquet is em- 
ployed. 

The principle of bringing antiseptics di- 
rectly in contact with the streptococci by 
scarification and the use of Churchhill’s 
tincture of iodine, mercuric chloride, or 
other germicidal substance, has been tried 
with only uncertain success. Mercuro- 
chrome, intravenously, has its advocates, but 
our series in which it was used is too small 
to form any judgment as to its efficacy. 

Antistreptococcic serum was used in 16 
out of the 100 cases described above. 

Early cases of the florid type—those which 
had had one or more reinfections and 
those in which the disease was migratory— 
were selected for serum treatment. One of 
these patients died of a bronchopneumonia, 
the serum being administered when the 
patient was in extremis. A polyvalent stock 
serum was used. The dosage employed was 
100 cc in most instances, two patients re- 
ceiving 75 cc amounts. After testing the 
patient for hypersensitivity, the serum was 
slowly injected into the vein, about twenty 
or twenty-five minutes being consumed in 
its administration. In three cases injec- 
tions of the serum of 100 cc amounts were 
given eight to twelve hours apart. While 
this series was under treatment, a physician 
with a streptococcic septicemia following a 
mastoiditis, with thrombosis of the lateral 
sinus, came under the writer’s observation. 
In this case 2600 cc of antistreptococcic 
serum was administered in seven days, 
followed by recovery. 

The following observations relative to 
this treatment may be of interest: 

1. In 14 cases a chill and a rise of tem- 
perature, of from 1 to 3 degrees, following 
injection, were noted. 

2. In 12 patients the temperature fell to 
normal in from four to forty-eight hours 
after injection. In one of these cases the 
temperature fell in eight hours and re- 
Mained so; in the remaining a secondary 
rise was noted. 
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3. In 10 cases a very definite paling of 
the rash and a lessening of margination 
were seen within twenty-four to forty-eight 
hours after treatment. The beginning of 
desquamation appeared to be hastened. 

4. In 3 cases, one of which died, no 
favorable results as to temperature, rash, 
reinfections or toxicity were observed. 

5. The average day of the disease on dis- 
charge was 17; 3 of the patients suffering 
complications staid in the hospital twenty- 
five, thirty and thirty-five days respectively. 

6. Injection of % ce of serum into the 
rash failed to produce blanching, or any 
other sign of specificity, in several of these 
patients. 

%. The use of antistreptococcic serum in 
wandering or complicated erysipelas seems 
justified. The dosage should be not less than 
100 cc a day, and for a full effect from 
300 cc to 400 cc in twenty-four hours. We 
are impressed with the need for a further 
search for the existence of a specific strain 
as causative in this disease. 
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The .Blood-pressure in Tuberculous Patients* 


BY W. B. JAMESON, M.D. 


Chief of Medical Service, State Sanatorium for Tuberculosis, Hamburg, Pa. 


The literature on the subject of tubercu- 
losis had left a fixed impression on my 
mind that the blood-pressure of tuberculous 
people is low. Serenity was the state of 
my mind until a man for whose medical 
attainment and executive ability I have 
great respect said that in his experience the 
statement of the books was not justified. 
It had been my custom to take blood- 
pressure, and my friend’s statement was 
so out of harmony with my belief that I 
determined to make observations. In re- 
cording the blood-pressure observations, 
the age, sex, classification, activity and 
complications were included. Their effect 
will be considered. The records of twelve 
hundred patients have been collected, of 
whom one hundred and thirty-seven were 
women and ten hundred and sixty-three 
were men. All were sixteen years or older. 

In order to determine whether a blood- 
pressure is low or high it is necessary to 
have a standard. That standard does not 
appear to be well established. Much has 
been written on hypertension and relatively 
little on hypotension. With all the writings 
in regard to hypertension there does not 
appear to be an established standard. 

Clinicians appear to regard 160 cm. 
mercury or higher as pathological, while 
the insurance companies have a lower 
standard. This applies to the systolic 
pressure. The diastolic pressure did not 
hold so prominent a position in the dis- 
cussions, but recently it has deservedly 
taken a more important rank. 

Alvarez,’ for a number of years, collected 
the blood-pressure of the new students 
entering the University of California, and 
his findings gave an average for the fresh- 
man student age for men 12614 cm. and 
for women 115 cm. It is a well-established 
fact that in the later years of life the 
pressure rises. 

Norris, in the last edition of his book on 


*This article has the approval of Dr. Henry A. Gor- 
man, Medical Director, Hamburg State Sanatorium, and 
Dr. Charles H. Minor, Secretary of Health of the 
Commonwealth of Pennsylvania. 


blood-pressure, quotes Woley, giving the 
high, low and average systolic blood- 
pressure in ages from 15 to 65. 


Woley’s Table—Systolic Blood-pressure. 


Age Low Average 
15 to 30 years 103 122 
30 to 40 years 107 127 
40 to 50 years 113 130 
50 to 60 years 115 132 
60 to 65 years 120 138 


In Pennsylvania three State sanatoria 
are maintained for the treatment of pul- 
monary tuberculosis. The first was located — 
at Mont Alto and for many years was 
known by that name, but now bears the 
name of South Mountain Sanatorium. It is 
almost entirely a cottage system and is 
adapted to ambulant cases almost exclu- 
sively. It soon became inadequate, and the 
second sanatorium was located at Cresson, 
and is constructed on the hospital and cot- 
tage plan. A third sanatorium became 
necessary, which was located between 
Philadelphia and the hard coal regions of 
Pennsylvania, and the purpose was to pro- 
vide for the more sick patients. Therefore 
the Hamburg State Sanatorium is wholly 
hospital in construction—no camp, no 
cottages. 

The more robust cases of pulmonary 
tuberculosis are supposed to be at South 
Mountain Sanatorium, formerly Mont Alto 
Sanatorium. The Cresson Sanatorium is 
supposed to approach the first institution 
in the physical standard of the patients, 
while the Hamburg Sanatorium has a large 
number of bed patients, many of whom are 
very ill, Even the more robust of the 
patients are on an average quite ill. 

These blood-pressures were taken gen- 
erally with the patient seated on a chair 
and the arm resting on a table so that the 
cuff on the arm was on a level with the 
heart. Ina few cases the patient was lying 
in bed, but the cuff was in the same relative 
position with the heart. The stethoscope 
was used to determine the diastolic as well 
as the systolic pressure. 
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In computing the records the high, the 
low and the average pressures were always 
obtained, but it has been thought wise to 
use only the medium in each case. 

The total average was taken separately 
for men and women. 
each case is: 


The average in 


Table 1. 


Systolic Pres. Diastolic Pres. Pulse Pres. 
113 cm. mer. 68 45 
106 cm. mer. 63 43 


Men, 1063 
Women, 137 

The average for all ages compared with 
the average for the freshmen students at 
the University of California is distinctly 
low, and the statement is true also when 
the comparison is with the lowest grade 
in Woley’s table. I am back in my old mental 
camping ground, believing that the blood- 
pressure of tuberculosis patients is low. 

The study of the blood-pressure of the 
women patients is limited to the general 
average of the patients who had tubercu- 
losis without complications and those who 
had had hemorrhage. The general average 
has been given. Sixty had no complica- 
tions and their average record is shown 
in Table 2: 

Table 2. 


Without Complication S. PB. Die Fy F. 
60 107 61 46 


Sixty-one women had had hemorrhage 
of some grade, one or more. Their average 
record is shown in Table 3: 


Table 3. 
Hemorrhage Cases s.. 2 DB. PF 2. P. 
61 105 66 39 


On account of the small number of 
women showing other complications it was 
deemed wise not to record them. 

Of the ten hundred and sixty-three men, 
two hundred did not show any complica- 
tion. Their pathology was pulmonary 
tuberculosis only, and the summary is thus 
indicated in Table 4: 

Table 4. 
Pulmonary Tuberculosis Only S.P. D.P. P. P. 
200 117 71 46 

Pneumonokoniosis, or dust infection, is 
quite a common complication. The coal 
mines, stone and granite cutting, steel mills, 
brick-yards, foundries, cotton, wool and 
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silk mills and tailor shops play havoc with 
the lungs of the workers. The dust and 
the fibrosis’ produced by it provide an 
obstruction to the egress of the air, causing 
emphysema, and these two conditions 
interfere with the venous circulation, pro- 
ducing a right-sided cardiac hypertrophy 
and dilatation and general passive conges- 
tion with cyanotic induration of all abdom- 
inal organs, especially the liver, kidneys, 
and spleen. The record of the men having 
this combination of pneumonokoniosis and 
emphysema only is shown in Table 5: 


Table 5. 
Pneumonokoniosis and 
Emphysema Only S._.P. DD; =. P23 
158 114 70 44 

Hemorrhage is a distressingly common 
complication in pulmonary tuberculosis, but 
hemorrhage occurred as the only complica- 
tion in only part of the cases that had 
hemorrhages. 

Hypertension is destructive to life 
through changes in the cardiac, vascular 
and renal structures and the production of 
hemorrhage. It is but natural that we 


‘should expect that influence to be a factor 


in the production of pulmonary hemor- 
rhages. The actual condition of the blood- 
pressure in the patients with pulmonary 
tuberculosis having hemorrhage as its only 
complication is recorded in Table 6: 
Table 6. 
Hemorrhage Only S.P. DuiPs ) ns 
180 114 69 45 

Nephritis is practically always present 
before death. Two factors are active in 
the production of the condition. One is 
the passive congestion due to the embar- 
rassed heart and the other is the toxic 
element. The tubules are especially in- 
volved, but the process is slow. In only a 
few cases does the small, sclerotic, atrophic, 
granular kidney appear. Two cases of that 
kind will be described—a man and a woman 
—and their blood-pressure was high. The 
man, aged thirty, was confined to bed by 
an active pulmonary tuberculosis, high 
fever, rapid pulse, and prostration, no hem- 
orrhages, but a systolic pressure of 186. 
The woman, aged forty-seven, had a slow 
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tuberculosis of the lungs, extensive, with 
strong tendency to fibrosis, repeated hem- 
orrhages, and systolic pressure of 156. The 
record of the men having nephritis as the 
only complication is shown in Table 7: 


Table 7. 
Nephritis Only Ss. P. Oe P. P 
23 113 68 47 


Two hundred men had tuberculosis with- 
out complications; three hundred and 
sixty-one had one complication; and the 
remaining five hundred and two had two 
or more complications. In addition to the 
three complications already presented, there 
were laryngitis, enteritis, and syphilis. The 
patients with two or more of the six com- 
plications naturally are more ill than those 
with one or no complication. The effect 
on the blood-pressure is apparent in Table 8: 

Table 8. 
Multiple Complications > PP. D. P. P. = 
502 111 66 45 

Since the Hamburg Sanatorium was 
constructed to provide accommodation for 
the very ill pulmonary tuberculosis patients, 
it is natural that the earlier and more vig- 
orous patients will not appear in this 
summary. The incipient patients are so 
few that their rank in this series has no 
significance. Table 9 is presented to com- 
plete the classification rather than to 
elucidate the subject of the blood-pressure 
of the early cases: 


Table 9. 
Incinients Ss. P. D. P. P. P. 
2 119 78 41 


The moderately advanced and the far 
advanced cases are in sufficiently large num- 
ber to present an idea of the average 
blood-pressure of those classes. It is 
readily manifest that these two classes con- 
stitute almost the entire population of the 
institution. They include all ages, possess 
all complications and all grades of activity. 
The average blood-pressure for the mod- 
erately advanced is presented in Table 10: 


Table ro. 
Moderately Advanced Ss. P. -_ 2. . & 
427 117 72 45 


The record of the far advanced appears 
in Table 11: 





THE THERAPEUTIC GAZETTE 


Table 11. 
Far Advanced Ss. P. D. P. 2. 2 
584 109 68 41 


If all physicians were infallible and 
omniscient of all matters pertaining to 
disease, probably a few patients who are 
now sent to tuberculosis sanatoria would 
not be sent, and an enormous number who 
have not been sent would be sent; but we 


are only human, and incapable of knowing 


all the present medical lore. Consequently 
it is advisable to send a number of people 
to the sanatoria for observation and pro- 
longed study. In the interest of humanity 
this is to be commended, not condemned. 
It has been our fortune to have patients of 
this class, a number of whom were found 
to possess manifest pulmonary tuberculosis, 
and some did not. We do not pretend to 
say that they were not tuberculous. What 
we mean to indicate is that we were not 
able to find evidence of clinical tuberculosis, 
and those cases are classed as latent tuber- 


culosis. Table 12 is devoted to this class: 
Table 12. 
Latent Tuberculosis ee D. P. P. P. 
50 121 72 49 


Tables 10, 11 and 12 show quite sug- 
gestively that as the pulmonary tuberculous 
process advances the blood-pressure in all 
its phases declines. 

The effect of a-tivity in the pulmonary 
tuberculous process is presented in its 
influence on the blood-pressure. It is not 
the purpose to enter a controversy as to 
what constitutes activity or its absence. 
The state of the weight, temperature, pulse, 
strength, endurance and feeling of well- 
being are good indices of activity. The 
three heading the list are of prime 
importance. 

When the tuberculous process is station- 
ary, retrogressing, or has become entirely 
free from rales, sputum, and absence of 
tubercle bacilli in the sputum, it is here 
classed as showing no activity. Table 13 
is presented to show the blood-pressure of 
that grade: 

Table 13. 


No Activity S. P. D. 2. P. P. 
341 118 73 45 

















Those cases in which the indices show 
but a slightly unfavorable variation from 
the standard of Table 13 are considered as 
showing a slight activity. The averages 


of their blood-pressures are seen in 
Table 14: 
Table 14. 
Slight Activity te. kh. 2a 
404 112 70 42 


Those patients who are gradually becom- 
ing more ill with a slight loss of weight 
and moderately high pulse and temperature 
are classed as moderately active, and the 
reaction of this state on the blood-pressure 
appears in Table 15: 


Table 15. 
Moderate Activity S.. 2. Dp. PF. Pp. P. 
276 107 66 41 


The activity is marked in the case of 
those unfortunate tuberculous patients who 
are markedly failing in general condition, 
whose weight is rapidly declining, and 
whose pulse and temperature are high and 
going higher. Table 16 heralds their kind 
of blood-pressure : 


Table 16. 
Marked Activity S. P. D. P. P. P. 
42 95 60 35 
The general effect of age on blood- 
pressures is that they advance. Alvarez’s 
statistics suggest that such is true after 


twenty-five, not before’ In his summary 
appears this statement: 

“The average blood-pressure in the 
women rose from 16 to 17; it then dropped 
to 25; after that it rose rapidly. Little can 
be said about the men’s yearly averages on 
account of disturbances in sampling brought 
out by the world war. Averages from the 
office patients showed that the pressure 
for women drops from puberty to twenty- 
five, after which it rises so rapidly that 
the women catch up with and pass the men 
after forty.” 

Woley’s table (above) includes that 
period from fifteen to thirty in the first 
class and does not consider this possible 
decline from puberty to twenty-five. The 
blood-pressure of 1063 male patients of the 
Hamburg Sanatorium is presented in dec- 
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ades from sixteen upwards. Table 17 
presents the findings: 
Table 17. 

Ages Inclusive Males S::. pie Ee ao 

16 to 25 252 112 66 46 

26 to 35 326 113 67 46 

36 to 45 298 110 71 39 

46 to 55 137 118 75 43 

56+ 5¢ 116 71 45 


Table 17 indicates that tuberculous pa- 
tients do not follow the law of advance in 
blood-pressure with age. The variation of 
pressure is slight and the middle section 
is lowest. That doubtless is to be explained 
by the serious illness of the men of those 
years. The aged and youth are brought 
close together by the activity of the 
tubercle bacillus. 

W. O. Wilkes? presented the record of 
319 patients examined in his office, of 
whom 60 per cent were in the incipient 
stage, 30 per cent were in the moderately 
advanced class, and 10 per cent were listed 
as far advanced. In his cases the general 
average S. P. was 107.2, the D. P. was 
70.3, and the P. P. was 36.9. His patients 
were of the early type, while ours were 
of the more late and more ill class, but 
with these he also had low pressure. The 
combined lists indicate that pulmonary 
tuberculosis in all stages has a low blood- 
pressure. 

The low blood-pressure of tuberculous 
people becomes lower as the patient 
becomes more feeble. It also becomes 
lower as the patient becomes more toxic. 
Those two factors undoubtedly cause de- 
cline in the blood-pressure of the clinical 
cases. The low blood-pressure is so early 
in tuberculous patients that it suggests the 
possibility that the patient had low pressure 
before he had clinical tuberculosis. Wilkes 
states that low systolic pressure without 
other manifest disease to cause it points 
conclusively to tuberculosis. Certainly the 
clinician should regard such patients as 
uncomfortably close to the tuberculous 
realm. They are suitable patients for 
watchful waiting. 

H. G. M. Grant® calls attention to the 
fact that as the tuberculous patient declines 
in vigor, the systolic pressure declines 
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more rapidly than the diastolic, producing 
a lower pulse-pressure. This is true in 
these tables. Unfortunately all the pres- 
sures go down and down, and with them 
the prognosis. When the diastolic pressure 
goes below 60 the prospect of recovery is 
poor. The weight, the temperature, the 
pulse and prostration tell the same tale. 


CONCLUSIONS. 

1. The blood-pressures of the 1200 pa- 
tients studied in the Hamburg State 
Sanatorium show systolic pressure for men 
of 113 and for women of 106. Compared 
with the standards of insurance companies 
and others these tuberculous patients have 
low blood-pressure. 

2. Age has an insignificant effect on the 
blood-pressure of the tuberculous. 
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3. The more extensive the tuberculous 
involvement the lower the blood-pressure. 

4. The more active the tuberculous pro- 
cess the more rapidly the blood-pressure 
declines. . 

5. The lower the blood-pressure the 
worse the prognosis becomes. The blood- 
pressure goes down with the weight, and at 
the same time the pulse and temperature 
rise. 

6. Low blood-pressure is not diagnostic in 
pulmonary tuberculosis, only suggestive. 
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Sore Throats 
BY BENJAMIN H. SHUSTER, M.D. 


Associate in Otology, Graduate School of Medicine, University of Pennsylvania; Laryngologist 
to Tuberculosis Department, Philadelphia General Hospital 


To the patient who comes to the physician 
complaining of this symptom, the throat is 
a complete entity. He knows nothing of a 
larynx, pharnyx, or nasopharnyx. Any 
discomfort within that region, to him, 
means sore throat. He does, however, 
think that his trouble is in that region which 
we know to be the pharnyx. 

To the physician this symptom should 
mean, of course, a great deal more than 
some trouble in the pharynx. This symp- 
tom arises not only in the course of the 
usual tonsillitis or peritonsillar abscess, but 
on many other occasions. What is more, its 
significance is not always clear, nor is the 
pathology immediately apparent. It is not 
my purpose to devote any time to bacterio- 
logic or other technical considerations. It is 
the clinical aspect that I wish to take up and 
try to bring out a few practical points. 

When a patient comes complaining of 
sore throat, after ascertaining whether it 





1Read before the Medical League of Philadelphia, Jan. 
26, 1925. 


is acute or of long standing, our immediate 
tendency is to look for trouble in the 
pharynx. No doubt this is due to the fact 
that this part of the throat is most easily 
accessible. In chronic conditions we are 
not infrequently disappointed by finding 
nothing in the pharynx. 

In the acute cases we find pathological 
processes, but their identity is not always 
clear. Frequently the physician’s examina- 
tion is not satisfactory. This may be due to 
lack of proper light or because the physician, 
fearing to hurt the patient, makes an incom- 
plete examination. When we are dealing 
with a patient who has a very painful throat, 
whose ordinary sensitiveness and tendency 
to gag is exaggerated in the extreme, it will 
try any one’s patience. Only recently I saw 
a patient, whom another physician had seen 
and told that he had a peritonsillar abscess 
and advised lancing. Judging from the ex- 
tent of the examination that this patient 
would let one make, it appeared like a peri- 
tonsillar abscess, but all the patient would 


























let one do was to touch the tip of his tongue 
for a second or two. All that could be seen 
at a glance was a bulging pharynx on one 
side. I had to make six or seven attempts 
before I could manage to completely ex- 
amine the throat and then found a severe 
form of tonsillitis. All of this goes to show 
that if you fail once try again. You may 
find a condition in which differential diag- 
nosis is absolutely imperative. 

I will now review, briefly, the acute condi- 
tions in the throat which come to our at- 
tention. The most frequent, of course, is 
follicular tonsillitis. The picture of the tonsil 
studded with masses of débris in each crypt 
is well known, the diagnosis easily made. 
When it does not conform to the usual ap- 
pearance it begins to worry us. For instance, 
the white patches may coalesce and form 
large patches and resemble a diphtheric mem- 
brane; occasionally one sees the tonsils so 
enlarged as to extend far into the pharynx 
and assume a dusky, dark, red appearance. 
Sometimes we may see a congested throat 
and no patches at all, yet the constitutional 
reactions are present as in an acute follicu- 
lar tonsillitis. In these latter cases one 
may notice considerable edema, particularly 
about the uvula. This appearance is due to 
different types of infection. It may be due 
to the streptococcus as in the first instance, 
or pneumococcus in the second. These are 
the ones which are confounded with diph- 
theria. Of course, the constitutional symp- 
toms are different, but these vary so much 
that we fear to rely upon them. There is 
only one way out of the difficulty and one 
toad to safety, and that is to administer 
antitoxin. This fact is well known, yet 
there are many who allow themselves to be 
worried by it and yet withhold antitoxin. If 
there is a doubt, give it, and then employ 
whatever treatment is wise. Meanwhile a 
culture should be made, and one can know 
exactly how things stand within twenty- 
four hours. 

I wish to call your attention to an occa- 
sional procedure which gives a great deal 
of relief in these acute sore throats. In the 
presence of a severely inflamed pharynx or 
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tonsil the nasopharynx is often also involved, 
and the consequent mucoid and. purulent 
secretions accumulate and cause nasal ob- 
struction. This postnasal collection adds 
much to the discomfort. I use a hot normal 
saline or mild alkaline solution to irrigate 
the nose, allowing it to gravitate into the 
throat. This clears out a large amount of 
accumulated material and gives the patient 
a great deal of comfort. I often prescribe 
argyrol to be dropped into the nose, and 
when it gravitates into the throat it covers 
the entire pharynx. The patient can do 
this himself and can do it often. 

Another acute condition which the physi- 
cian often sees is peritonsillar abscess. This 
is characterized by one-sided swelling as a 
rule, although it may occur on both sides 
simultaneously. The pain is severe, the 
speech is characteristically muffled, and the 
dribbling of saliva and spitting is constantly 
present. The treatment is, of course, in- 
cision after anesthetizing with a little pure 
phenol applied on the line in which you 
wish to make your incision. The incision is 
usually made half-way between the uvula 
and the last upper molar. This condition, if 
the pain is not very severe, may be simu- 
lated by a gumma, and occasionally a gumma 
is incised which has been mistaken for a 
peritonsillar abscess. When one sees a one- 
sided swelling which does not give much 
pain, and is not tender when pressed with 
a wooden tongue depressor, the suspicion 
of gumma should be aroused. If one in- 
cises a gumma he will probably not do 
much damage, but the patient will not get 
relief. In a suspected case antisyphilitic 
treatment may be tried, while a Wasser- 
mann test is being made, and if it is a 
gumma it will respond very rapidly to 
treatment. 

In speaking of syphilis it may be of in- 
terest to note that often one meets with a 
sore throat which may simulate other con- 
ditions and yet resist all forms of treatment. 
When antisyphilitic remedies are adminis- 
tered, however, it clears up rapidly. This 
I have not only noticed in the pharynx and 
tonsil, but also in the larynx. Thus a sub- 
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acute laryngitis, lasting for months, which 
did not appear to be caused by specific 
disease, cancer or tuberculosis came to my 
attention. Local treatment failed to relieve 
the discomfort and hoarseness. The Was- 
sermann test was negative, and so was the 
sputum for tuberculosis. I tried sodium 
cacodylate hypodermically and the mixed 
treatment internally; and the condition 
yielded very rapidly. Relief from such 
remedies occurs often enough to make it 
worth while trying antisyphilitic treatment 
in persistent and doubtful forms of sore 
throat. 

In days gone by one met with what was 
called rheumatic sore throat. It was prac- 
tically a tonsillitis. We may take, for in- 
stance, a case of tonsillitis which persists in 
causing severe constitutional reactions, like 
fever, sweating, and annoying sore throat. 
We try all remedies, locally and internally ; 
but it yields rapidly to some form of 
salicylates. I have also seen this result in 
a low-grade sore throat following an acute 
tonsillitis, or even starting and persisting as 
a mild sore throat. Whatever our thoughts 
are on the question of rheumatism, the fact 
remains that these sore throats seem to 
yield to rheumatic remedies, and are appar- 
ently effects as well as the cause of this so- 
called constitutional diathesis. 

In all acute exanthemata there is usually 
an associated pharyngitis—-a congestive 
type, at least. In scarlet fever when we 
see a membranous sore throat we are not 
particularly alarmed. It is not common 
knowledge, however, that in so prevalent a 
disease as chicken-pox the lesions may be 
situated on the tonsils and in the pharynx. 
An experience I had recently is worth men- 
tioning. I was called to see the throat of a 
child suffering with chicken-pox. There 
were present many patches distributed over 
the pharynx; they were grayish in color and 
bled easily when they were touched. The 
physician in charge was seriously consider- 
ing the administration of diphtheria anti- 
toxin. The general appearance and the 


playfulness of the child and the mild con- 
stitutional symptoms, together with the 
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knowledge that chicken-pox may cause 
such lesions, made me withhold such treat- 
ment. The child got along without further 
complications. 

There is one form of acute sore throat 
which is very prevalent and which does not 
respond to local pharyngeal treatment. Ex- 
amination of the pharynx reveals practically 
nothing but perhaps a little dryness and 
glazing. If we elevate the soft palate we 
may find considerable dried-up or liquid 
mucus or pus. This is either due to an 
acute infection of the nasopharynx or to 
an acute exacerbation of a chronic rhinitis 
or sinusitis. Relief can only be obtained by 
treatment of the nasopharynx through the 
nose. Thorough cleansing and medication 
gives speedy relief. It is a habit with me 
when a patient complains of soreness and 
discomfort in the throat, and I cannot 
see anything to account for it, to apply an 
applicator with some medicated cotton, 
usually with argyrol, along the floor of the 
nose until I touch the nasopharynx. I then 
ask the patient if that is the spot where he 
feels the soreness in his throat. Usually he 
answers in the affirmative, and this, of 
course, points to the location of the trouble 
and the proper place for medication. Gar- 
gles and applications to pharynx never 
seem to alleviate their discomfort. The pa- 
tient also gets relief from some intranasal 
medication like mentholated oil dropped 
into the nostril and allowed to gravitate into 
the pharynx. 

Ulcerative Forms of Sore Throat.— 
When we have ulcerations in the throat we 
usually must think of three or four different 
types of disease—tuberculosis, syphilis, car- 
cinoma—these frequently occurring in the 
pharynx; and in the tonsil we often meet 
with Vincent’s angina. This last named 
condition should be the first to be thought 
of, otherwise one will cause the patient un- 
due worry and expense. The patient with 
this type of condition usually walks into the 
office complaining of sore throat. It has 
probably lasted for one to three or more 
weeks. Upon examination one finds an 
ulcer and probably one-half of the tonsil 




















sloughed away. One thinks that he is deal- 
ing with either syphilis, tuberculosis, or 
cancer if the patient is in the cancer age, 
but he should also think of Vincent’s angina. 
Sometimes one forgets to think of it be- 


cause it is so obvious. One becomes anx- 
ious about the patient, and tells him that a 
Wassermann test must be made because it 
may be syphilis ; a sputum examination must 
be made because it may be tuberculosis; 
perhaps one may even think of a specimen 
for histologic examination. This all takes 
time, expense, and no small amount of 
anxiety on the part of the patient. One 
may have all of those things done and get 
negative reports. Then one thinks of a 
smear, and it is shown to be Vincent’s 
angina. Had this smear been taken in the 
first place one would have saved himself 
much trouble. I have seen this routine 
gone through as I have outlined it; that is 
why I speak of it. We often fail to think 
of the simplest things first. The treatment 
for Vincent’s angina is either intravenous 
or local application of arsphenamine. I 
have gotten good results with Fowler’s solu- 
tion, locally applied. My chief, Dr. Coates, 
feels that he has obtained equally good re- 
sults with many of the strong caustics like 
phenol, etc., locally applied. 

When one has eliminated Vincent’s an- 
gina by means of a negative smear, he may 
then boil down the diagnosis clinically. A 
rapidly developing ulcer with glandular in- 
volvement is more likely to be syphilitic 
than tuberculous. The general appearance 
of the patient may help to formulate the 
opinion—syphilis does not, as a rule, emaci- 
ate your patient as tuberculosis or cancer 
does. Syphilis will give an infiltrated area 
with a clean-cut punched-out hole in the cen- 
ter, edges thickened and elevated. Tuber- 
culosis gives more or less of a superficial 
ulceration with the edges not so well defined. 
A vegetative appearance on an ulcerated 
tonsil with some swelling surrounding the 
ulcer in a patient of cancer age is highly 
suspicious of carcinoma. 

Occasionally one may see a peculiar con- 
dition of the tonsils and pharynx caused by 
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a fungus, the leptothrix pharyngis. It is a 
condition characterized by horny projections 
on the tonsils and is often found anywhere 
around the tonsils, including the base of the 
tongue. When you touch these they feel like 
stony projections, which they really are, 
being calcareous deposits. This condition is 
harmless in itself, and it may or may not 
cause any discomfort, but in an acute ill- 
ness when the throat is examined it may be 
mistaken for an acute tonsillitis and blamed 
for symptoms which are caused by another 
disease, while the latter is overlooked. The 
treatment of this condition is mechanical 
removal. The tonsils should be removed, 
the remaining excrescences should be curet- 
ted away, and the electrocautery should be 
applied to those which could not otherwise 
be removed. The cautery is very efficient. 

In the larynx we meet several conditions 
in which the patient complains of sore 
throat. One will often encounter an acute 
laryngitis which will probably give little 
concern. The symptoms will subside in a 
short while, and all one can do is to make 
the patient comfortable: by use of cold ap- 
plications to the neck, inhalations, or local 
applications to the larynx. 

Recently I came across a number of cases 
of spasmodic laryngitis in which there were 
attacks, at various intervals, of choking 
spells. These attacks came most often dur- 
ing the night, and I believe they were largely 
due to tenacious mucus which was hard to 


‘remove after it had accumulated. The in- 


filtrations about the muscles around the 
larynx probably were also responsible. 
When one meets this condition it will 
surely give a great deal of concern. 
During the attack the anxiety is tremen- 
dous, and the more the patient attempts 
to catch his breath the worse is the spasm 
and the more the choking sensations are 
aggravated. If the patient is instructed to 
calm himself and instead of making vigor- 
ous attempts at breathing is told to hold his 
breath for a second or two, and then begin 
with shallow rapid breaths, it will relax the 
surrounding musculature and afford relief. 
Swallowing often helps to dislodge the 
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tenacious mucus and affords immediate 
comfort. During the intervals frequent 
benzoin inhalations, cold applications to the 
neck, and salicylates I have found diminish 
the number of attacks. They disappear 
after the laryngitis subsides. 

One will more often have patients come 
complaining of sore throat when they have 
a subacute or chronic laryngitis. In these 
cases one has cause for great concern. They 
may be either syphilitic or tuberculous, and 
in the cancer age may be carcinoma. Before 
mentioning anything about these conditions 
I might state that any information one has 
on this subject is absolutely useless unless 
one is able to make a laryngeal examination. 
There is no way of learning this except by 
practice. Try to examine as many larynxes 
as possible and skill finally comes. Use a 
warmed mirror and grasp the patient’s 
tongue with a piece of gauze between the 
fingers and thumb. Be gentle, but not too 
timid; the throat will more easily bear a 
firm insertion of the mirror than a tickling 
and wobbly one. Be firm but not too 
rough, for when one pulls too hard on the 
tongue he will cause excessive gagging and 
will not be able to make an examination. 
One must learn to look at the larynx at a 
glance, and take in normal and abnormal 
conditions as one looks at a face and knows 
it at a glance. The normal things in the 
larynx to be looked for are (1) the normal 
pink color, (2) clear outline of structures, 
.(3) pearly grey color of the cords, (4) and 
that each cord approximates and recedes 
definitely and in unison with its fellow. If 
one can learn to see this one will at once 
learn to distinguish paralysis of one cord 
or the other, congestion and thickening or, 
to use a more proper term, infiltration. Ul- 
cerations and their locations will at once be- 
come apparent. One other thing to be borne 
in mind is the fact that what one sees poste- 
riorly in the mirror is anterior in the larynx, 
and vice versa. Left remains left and so 
does right remain right. 

Tuberculosis usually first attacks the 
posterior arytenoid cartilages, producing 
two lumps in the back of the larynx. The 
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epiglottis is often thickened and _ turban- 
shaped. There may be superficial ulcera- 
tions in these structures. 

Syphilis gives characteristic dry punched- 
out ulcerations, and in old cases scar tissue 
formation is diagnostic. 

Carcinoma starts with a thickening, usual- 
ly of the ventricular bands in the space 
above the cords on one side or the other 
or on both. . 

These conditions can all be taken in at 
a few glances, and together with other cir- 
cumstances like the history of tuberculosis, 
syphilis, Wassermann test, sputum exam- 
ination, etc., will help to make the diag- 
nosis, and then one can outline a course to 
be pursued. 

If one finds a simple chronic laryngitis 
without the pathologic conditions mentioned 
above he must not fail to look for a causa- 
tive factor, which is frequently found in the 
nose in the form of a sinusitis or other form 
of infection like tonsillitis. 

One may find a polyp or papilloma in the 
region of the vocal cords which will account 
for the discomfort and hoarseness of which 
the patient complains. 

From the above it may be seen that sore 
throat means quite a little and the above 
numerous conditions should come to the 
mind, particularly when one finds nothing 
in the pharynx to account for it. 

Before concluding I would like to call 
attention to one phase of sore throat which 
is not sore throat at all as far as the patient 
is concerned. I refer to symptoms in struc- 
tures away from the throat, throat struc- 
tures not being involved, but the discomfort 
being caused by an actual sore throat. Thus 
I have been more than once asked to incise 
an ear drum, and instead incised a periton- 
sillar or retropharyngeal abscess, there hav- 
ing been no disease in the ear but the 
symptom of pain having been referred 
from the throat. I have also seen earaches 
treated for days with instillation of various 
drops when.I could find nothing in the ear, 
but instead found a follicular tonsillitis. 

I have relieved itching in the ear, which 
the patient had been scratching for days 
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unnecessarily and without relief, by the 
simple procedure of local applications to the 
nasopharnyx in the neighborhood of the 
Eustachian tube. In these cases as soon 
as one places his applicator near the mouth 
of the tube the patient will exclaim that 
this is the spot where the itching really pre- 
vails. The entire thing is nothing but a 
mild nasopharyngitis. 





It is evident therefore that there are a 
number of things that the mention of sore 
throat brings to mind, and if I have suc- 
ceeded in focusing attention upon this symp- 
tom, and have shown it as an expression by 
the patient for a group of conditions, the 
purpose of this paper will have been ac- 
complished. 
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Chloretone in the Treatment of Dysmenorrhea 


BY EMANUEL KLAUS, M.D. 
Cleveland, Ohio 


In the treatment of dysmenorrhea the 
distressing symptoms frequently require 
extreme radical measures; at the same time 
it must be remembered that narcotics should 
be administered with caution as these pa- 
tients are favorable candidates for the drug 
habit. A great many of these women are 
employed in offices, stores or shops where 
the loss of time is an important economic 
factor, and an exhibition of the usual symp- 
toms is to be avoided at almost any cost. 
The mental attitude of these patients at the 
approach of the menstrual period, or during 
the first few days, often prompts the pa- 
tient to resort to remedial measures that 
they would not even consider employing at 
a more normal time. 

When called upon to treat these unfor- 
tunate individuals the physician considers it 
a duty to first render his patients comfort- 
able, putting them in condition to return to 
work at the earliest possible moment. The 
choice of a remedial agent presents a 
puzzling problem as the _habit-forming 
drugs must be avoided. 

Without going into the many causative 
factors entering into the history of such 
cases, and recognizing fully the mechanical 
and surgical treatment that might be re- 
quired for the ultimate cure of certain in- 
dividuals, it is sufficient to say that the 
spasmodic complications are a first con- 
sideration. 





The bromides have been extensively used 
where extreme nervousness was the leading 
factor. The gastric disturbances that fre- 
quently follow the administration of this 
remedy render it more or less undesirable 
in this particular class of cases. Hyoscya- 
mus is of recognized value in extreme con- 
ditions, but not always a safe drug unless 
the patient is under close observation dur- 
ing the treatment. Cannabis indica has its 
merits and demerits, as do some of the 
synthetic analgesics. 

Recent experiences with chloretone seem 
to indicate that this preparation possesses 
distinct merit as a palliative agent in the 
treatment of the average case of dys- 
menorrhea, and is practically free from 
harmful effects, as large doses have been 
administered where the occasion required 
with no alarming symptoms, and no cumu- 
lative effect or evidence of toxicity.’ 

Tatum and Parsons’ refer to the hyp- 
notic effect of chloretone in experiments on 
dogs. They also mention the fact that pro- 
gressive lowering of blood-pressure is ob- 
jectionable in animal experiments ; however, 
this particular action might be especially de- 
sirable in the treatment of dysmenorrhea. 

Rowe? reports on an elaborate amount 
of experimental work, showing, that the 
antispasmodic action of chloretone is fully 
two or three times as active as benzyl 
alcohol, and the effect is more lasting, as 
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evidenced by its action upon the isolated 
smooth muscle and the tests on the intact 
intestinal loop. 

Martin® in discussing a paper on tetanus 
claims to have observed marked influence 
on the paroxysms by the administration of 
chloretone in connection with the use of 
tetanus antitoxin. 

Friedenwald and Levy‘ in discussing the 
treatment of hiccough mention among other 
valuable remedies the use of chloretone. 

The possible results following the admin- 
istration of chloretone purely as a remedial 
agent are illustrated in the following cases 
that have come under my observation: 

Case 1.—Mrs. J., aged thirty-six. Dys- 
menorrhea for ten years. No vaginal exam- 
ination. Used different remedies, including 
benzyl benzoate, with very little, if any, re- 
sults. Beginning one week before each 
menstrual period, 5 grains of chloretone 
was given four times a day for one year, 
with the result that patient has been very 
comfortable at each period. 

Case 2.—Miss F., aged twenty-five. Dys- 
menorrhea since beginning of menstruation. 
No vaginal examination. Different medical 
treatments were used with no effect. Be- 
ginning one week before each menstruation, 
5 grains of chloretone was given five times 
a day for six months. Patient passed men- 
strual period with no pain. 

Case 3.—Miss S., aged thirty-one. Dys- 
menorrhea since age of fourteen. Had a 
curettement and dilatation done two years 
previously, and later used pessary; lost one 
day from the office every month. No pa- 
thology determined on vaginal examination. 
Five grains of chloretone was given one 
week before each menstruation for six 
months. Patient does not lose any time 
from the office. 

Case 4.—Miss S., aged twenty-six. Dys- 
menorrhea since age of fourteen. Lost on 
the average two days each month from the 
office. No vaginal examination. Used ben- 
zyl benzoate with no results. Five grains 


of chloretone was given four times a day 
before each menstruation for past year. 
Patient does not now lose any time from 


the office. 
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Case 5.—Miss C., aged thirty-six. Dys- 
menorrhea since age of fifteen. Had to stay 
home from the office on an average of one 
day a month. No vaginal examination. 
Five grains of chloretone was given, but 
this dose had a hypnotic effect, and when 
reduced to 1 grain three times a day still 
was depressing and caused some nausea. 
This treatment was discontinued. 

Case 6—Miss M., aged thirty. Dys- 
menorrhea since age of sixteen; worked in 
a bank. Had nausea for the past year at 
menstrual period, which was very embar- 
rassing at office. Five grains of chloretone 
was given twice a day one week before 
each menstruation for three months. Pa- 
tient now very comfortable and nausea has 
entirely disappeared. 

Case 7—Miss F., aged twenty. Dys- 
menorrhea since age of thirteen. No vagi- 
nal examination. Five grains of chloretone 
given three times a day one week before 
each menstruation. Patient now very com- 
fortable at each period. 


CONCLUSIONS. 


1. Both clinical and laboratory tests seem 
to prove the antispasmodic and hypnotic 
value of chloretone. 

2. Where the occasion arises the dose 
of chloretone can be increased both in 
grainage and interval of administration 
with comparative safety so far as its tox- 
icity and any other undesirable effect is 
concerned. * 

3. It is practically non-habit-forming 
and may be safely administered to patients 
where it would not be wise to consider the 
use of hypnotics. 

4. Most important of all, it affords the 
desired relief in conditions of distress 
where immediate results are most desirable. 
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THE PHYSIOLOGY OF THE 
BRONCHIAL TUBES IN THEIR 
RELATION TO DISEASE. 





Many members of the medical profession 
doubtless regard the bronchial tubes as 
pipes which convey air to the vesicular por- 
tion of the lung, and do not bear in mind 
that as a matter of fact they have other 
functions which are of importance and 


Editorial 


it is not to be forgotten that in cases of 
disease these cilia are not only inactive but 
are often destroyed, and, therefore, the 
lungs suffer from the absence of their pro- 
tective function. Indeed in many instances 
respiratory difficulties are not removed un- 
til the cilia are regrown. 

Recently Moore has contributed an in- 
teresting paper from Jackson’s Jefferson 
Medical College Clinic dealing with this sub- 





Showing lengthening of bronchial tubes on inhalation and shortening on expiration. 
(Macklin, American Journal of Anatomy.) 


closely related to the vital function of 
respiration. 

In the first place it is to be recalled that 
the bronchial mucosa is occupied with cilia 
which continually pass, from the distal to 
the proximal portions of the respiratory 
tract, dust and microdrganisms which are 
taken in with the inspired air, and again 


ject, and by reason of careful bronchoscopic 
examinations the above statements may be 
considered as beyond criticism. Certain 
cases of asthma cannot be relieved until, 
by the use of the bronchoscope, secretions 
which are infected and which tend to im- 
pair the activity of the bronchial cilia are 
removed, and it not infrequently happens 
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that when a vaccine is made from material 
obtained by such bronchoscopic methods, 
whereby contamination by mouth organ- 
isms is avoided, cure of the asthma results. 

In still another valuable paper, which few 
of our readers have probably seen, be- 
cause it appeared in the American Journal 
of Anatomy, Macklin by means of careful 
x-ray investigations, which seem to have 
been surrounded by many safeguards as to 
accuracy, tells us that the elasticity of the 
normal bronchial tubes is a most important 
factor in preserving health and that they 
lengthen and shorten with each inspiration 
and expiration. By the exercise of these 
elastic movements they not only aid in the 
distribution of air in the lungs but also in- 
fluence adjacent tissues, changing the posi- 
tion of the heart considerably, to the extent 
of the width of a rib and an intercostal 
space; also moving the great vessels and 
the contents of the mediastinum and in- 
fluencing the contents of the pleural spaces 
as well. 

Again, Macklin found that while most 
books on anatomy state that the lower end 
of the trachea is fixed, this is entirely un- 
true, since on inspiration tracheal descent 
involves stretching of the tube, and on ex- 
piration there is a corresponding recoil of 
its elastic tissue. Freedom of movement of 
the roots of the lungs is also found to be 
essential to the free expansion of the apices 
of the lungs, particularly posteriorly, since 
fixation of the lung roots will not allow 
full expansion of the lungs following the 
descent of the diaphragm. 

The fact that the bronchial tubes lengthen 
and shorten with each complete respiratory 
act necessarily.influences the vesicular por- 
tion of the lungs, since as the tubes lengthen 
the space between them has to be increased, 
and by this means a better lung inflation 
results. In other words, as Macklin well 
says, the lung is not a simple elastic sac as 
some works on physiology picture it, but its 
inflation and deflation are largely governed 
by the elastic nature of the bronchial tree. 
These two papers are not only of great 
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practical importance, but that of Macklin 
certainly indicates that in studying disorders 
of the bronchial tubes the x-ray is to be 
used not alone to discover bronchiectasis or 
peribronchial thickening, but for the pur- 
pose of discovering whether the elastic 
movements of the broncial tubes are im- 
paired. 

An interesting illustration of the lengthen- 
ing and shortening of the bronchial tree on 
expiration and inspiration taken from 
Macklin’s paper is appended. The dark 
lines show how much shorter the bronchial 
tree is in expiration than on inspiration. 





ARTIFICIAL IMMUNITY TO 
DRUGS. 





It is a well-known fact to every medical 
man that after an individual has taken a 
given drug for a considerable period of 
time he develops a certain degree of re- 
sistance to its effect; notably, in the case of 
opium and its derivatives, alcohol, and 
nitroglycerin. In the case of alcohol, and 
possibly in the case of morphine, this rela- 
tive immunity has been supposed to be due 
to an increased ability of the body to oxi- 
dize and destroy the drug. The idea has 
been brought forward by a number of men 
that some immunizing, or antitoxic, sub- 
stance is developed to combat the effects of 
morphine and other opiates, but the evi- 
dence presented in support of these views 
has been contradicted by other investigators 
in the same field. The most recent investi- 
gation along these lines with which we are 
familiar is one carried out by DuMez and 
Kolb of the U. S. P. H. S. They used 
animals for the purpose of reaching con- 
clusions, but they employed the blood serum 
of addicts, who by reason of the large quan- 
tities of these opiates which they were 
using had developed an extraordinary de- 
gree of immunity. 

The point of interest is 
found that the subcutaneous 
of morphine- and_ heroin - addict - blood- 
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serum into mice, which had received a lethal 
dose of these drugs, produced practically 
no effect whatever; in other words, that the 
blood serum of addicts did not in any way 
delay the onset of death when doses known 
to be lethal to mice were administered. 





INTRACARDIAC INJECTIONS 
OF ADRENALIN. 





From time to time we have called atten- 
tion to the use of adrenalin by intracardiac 
injections in cases of collapse. In the ma- 
jority of instances this practice has been 
carried out in surgical patients. Any 
method of treatment utilized in the face of 
what seems certain death cannot be ex- 
pected to be successful in a large propor- 
tion of patients, but that such adrenalin 
injections have in the past resulted in the 
resuscitation of persons who, as far as hu- 
man observation could determine, were 
beyond all other help is now proved to be 
beyond debate. 

In La Press Médicale we find an article 
by Asteriades in which he reports three 
cases of revival of heart action after syn- 
cope under anesthesia, one of them perma- 
nent and the other two temporary in their 
beneficial effects. The quantity of adrena- 
lin used was one or two ampoules. After 
quoting a considerable amount of literature 
giving the experience of French surgeons 
with this method, he reports his own cases, 
first pointing out that out of 31 collected 
instances 17 persons recovered, or, in other 
words, a little more than 50 per cent. 

As to the character of these cases, they 
consisted in one in which syncope occurred 
during the use of chloroform, the operation 
being for the radical cure of inguinal her- 
nia. <A soldier of twenty-two years went 
into collapse at the beginning of the opera- 
tion, the pupils were dilated, the pulse im- 
palpable, and the heart seemed to be 
arrested. Artificial respiration was carried 
out, and a quarter of a milligram of adrena- 
lin injected into the heart by means of a 
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long needle passed through the fourth in- 
terspace, two fingers to the left of the 
border of the sternum. On the insertion of 
the needle into the heart muscle it appeared 
that the heart had stopped acting, for the 
needle did not move, but thirty seconds after 
the injection it commenced to oscillate and 
then began to accelerate its rate. Artificial 
respiration was continued, and La Borde’s 
method of rhythmical traction of the tongue 
was also resorted to. Two minutes after 
the injection the heart was beating ener- 
getically, and four minutes later the radial 
pulse was felt. At the end of five minutes 
respiration was reéstablished, and in ten 
minutes the patient’s color returned, the 
heart beating 120 per minute. After this 
500 cc of salt solution containing caffeine 
were given, and the operation was con- 
tinued under chloroform. 

In the second case laparotomy was be- 
ing done for peritoneal tuberculosis, when 
collapse suddenly ensued. Three intra- 
cardiac injections of adrenalin were given, 
accompanied by massage of the heart. Tem- 
porary reanimation lasted for five minutes, 
but death ensued notwithstanding every 
effort on the part of the surgeon. 

In the third case, in which chloroform 
was used in an operation for osteosarcoma 
of the inferior maxillary, reanimation of a 
temporary nature followed two intracardiac 
injections of adrenalin. The other measures 
of resuscitation already named were em- 
ployed, both in the second and third cases, 
but all efforts were futile. 





THE RELATION OF DRUG 
ADDICTION TO CRIME. 





It would appear that a good many people 
are firmly convinced that individuals who 
are addicted to one or more of the drugs 
included in the so-called Harrison Act are 
more prone to commit crime than are per- 
sons who do not use such narcotic agents. 
We think it may be stated, without fear of 
contradiction that is worth while, that this 
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is an entirely erroneous conception, and we 
also believe that most of the estimates as to 
the number of drug addicts in the United 
States is several times in excess of the 
actual number that exists. 

In a recent contribution to Mental Hy- 
giene, Kolb has pointed out, after a very 
exhaustive study of this subject, a fact 
which must not be overlooked, namely, that 
while addicts are often criminals, in the 
vast majority of cases they were criminals 
before they became addicts, and, further- 
more, he is firmly convinced that no opiate 
ever directly influences an addict to commit 
a violent crime. On the contrary it would 
appear that if any crime is committed it is 
due to an inability to obtain the opiate 
with a resultant perversion of moral sense 
on the part of one who has criminal in- 
stincts. Kolb also seems to prove very 
positively, to use his words, that there is 
probably no more absurd fallacy extant 
than the view that murders are committed 
and daylight robberies and hold-ups are 
carried out by men stimulated by large 
doses of heroin or cocaine. As a matter of 
fact, the immediate effect of excessive in- 
dulgence in opium is to soothe abnormal 
impulses, and the ultimate effect is to create 
a state of idleness and dependency, or to 
express it differently, a psychopathic mur- 
derer quiets his impulse to violent crime if 
an opiate is used, and, as he is a psychopath, 
becomes less a murderer and more a thief, 
the theft impulse being chiefly exercised in 
obtaining more of the drug. Indeed, Kolb 
goes so far as to think that violent crime 
would be much less prevalent if all habitual 
criminals were addicts and could obtain 
_ enough narcotic drugs to keep themselves 
fully charged. He admits that cocaine 
stimulates both the mind and the body for 
a time, and if the dose has been moderate 
is stimulating to a criminal. Cocaine does 
not arouse criminal impulses in any one, 
but it enhances the criminal’s mental and 
physical energy, so that he is more prone 
to convert his abnormal impulses into action. 
If he does commit a crime it is usually the 
result of fear or in an attempt to escape cap- 
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ture, and he is often subject to delusions of 
persecution. 

Apparently heroin, which has been ac- 
cused of producing an “inflation of per- 
sonality,” is much misrepresented as to its 
action in addicts. As a matter of fact, 
heroin does not stimulate a criminal to 
aggressive deeds. Naturally if they are 
psychopaths at the start, the use of heroin 
still further perverts them, and Kolb be- 
lieves that 86 per cent of such persons are 
nervously abnormal before they begin tak- 
ing the drug, and a large proportion are 
definitely psychopathic. 

Here again we have an illustration of 
how erroneous conclusions may be reached, 
as, for example, when it is claimed that 
alcoholic parents have more alcoholic chil- 
dren than normal individuals, the real ex- 
planation being that the parents are funda- 
mentally defective or they would not resort 
to alcohol. 

Those who are not fully informed often 
wonder why addicts take opium. The rea- 
son is well expressed by Kolb, when he 
says that by this means they obliterate men- 
tal conflicts and uncomfortable pathological 
strivings, and their tension, both physical 
and mental, is relieved, so that a man may 
become actually happy. Naturally it fol- 
lows, therefore, that a man under the 
influence of a drug being happy, or ap- 
proaching that state, is less prone to commit 
a crime than when he is in a state of mental 
distortion. That such persons when taking 
heroin suffer from impairment of morale 
rather than an increase in mental ability 
and character is well shown by some quota- 
tions which Kolb makes from heroin habi- 
tués. One is “a man may slap you in the 
face and you will not resent it.” Another, 
“you have no guts when you take this 
drug.” A third, “if there is any yellow in 
you heroin will bring it out.” 

It may, therefore, be said that petty 
crimes may be induced by the taking of 
drugs, but that major crimes are rare, be- 
cause the individual has not what has been 
called the “nerve” to perpetrate them. 

The characteristics of those persons who 














have been carefully studied have shown 
that before they took to drugs they were 
often agreeable, happy-go-lucky, and de- 
cidedly irresponsible. As long as they are 
kept under a controlling power they can be 
maintained at an average standard of mo- 
rality, but when relieved of such control 
they at once manifest moral weakness. 

Several cases cited by Kolb tend to show 
what he wishes to emphasize. They all 
tend to show that while in one sense these 
drugs will “drag a man down,” he was by 
inheritance only too ready to be dragged 
or to fall. 

Another interesting point is as to the sig- 
nificance of the number of addicts in prison. 
It has been thought by some that the in- 
crease is due to a greater use of drugs. 
Here again we have the result of erroneous 
deduction. The real explanation is that a 
greater number of people finding it difficult 
to obtain opium or its derivatives, volun- 
tarily commit themselves with the hope of 
being cured, and that the law gives the 
power to the police to arrest and imprison 
persons who have drugs in their possession, 
so that many of those who used to move 
about freely are now incarcerated. 

Still another point of interest is the dis- 
covery that in New York the addict uses 
heroin almost exclusively, while in Chicago 
morphine is the favorite drug; heroin ad- 
dicts being as rare in Chicago as morphine 
addicts are in New York. Kolb believes 
that heroin owes its reputation as a crime 
producer to the accident of its having been 
introduced to the underworld in New York 
shortly before the Harrison Act went into 
effect, and reiterates the statement that it is 
used by addicts only along the Atlantic sea- 
board, and, further, that although New 
York is a center of population, the homicide 
rate has diminished during the past twelve 
years in the face of an increase in the rate 
for the country as a whole, the homicide 
rate for twenty-eight representative cities 
that are not heroin spots being double that 
of New York. 
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TANNIC ACID IN THE TREAT- 
MENT OF BURNS. 





Those who have followed the general 
fashion of surgery in regard to the treatment 
of burns will recall that within the last few 
years, in so far as the current literature of 
that time was authoritative, the application 
of the paraffin dressing had wrought a 
revolution, and had become standardized in 
the minds of those largely experienced in 
the management of these lesions. 

For the paraffin is claimed greater 
comfort, justly so, less toxicity, prompter 
healing, and the reduction of scar tissue 
to a minimum. That it was a vast 
improvement over the one-time univer- 
sally employed linseed oil and lime water 
cannot be doubted. The latter was in- 
effective from every standpoint except the 
theoretical one of its slight alkalinity. It is 
on this basis probably that bicarbonate of 
soda has been widely used, since it has been 
shown by Wiener that the activity of at 
least some of the split proteids occurring 
in burns is checked by even a slight degree 
of alkalinity. Bearing on the reason for 
the profound constitutional symptoms fol- 
lowing even a superficial burn if it involve 
the greater part of the body or even as 
much as one-third, there was at one time a 
widely accepted belief to the effect that 
these symptoms, the first resembling, indeed 
identical with, shock, the later ones those 
of toxemia, were due to interference with 
the skin function. This based on the fact 
that similar’ symptoms, that is in so far as 
shock and exhaustion are concerned, result 
from a complete gilding of the skin surface. 
It has been shown, however, that this gild- 
ing produces a cell necrosis similar to that 
incident to burns. It has been further 
shown that the resultant death is not due 
to loss of heat control and is not due to 
nerve impulses, nor is it due to retained 
secretions. The theory generally accepted 
is that of toxemia, the formation of sub- 
stances incident to protein decomposition 
which are carried mainly by the red blood 
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corpuscles, and which profoundly affect the 
entire system. 

Davidson (Surgery, Gynecology and Ob- 
stetrics, August, 1925) quotes Pfeiffer to 
the effect that cleavage products of protein 
decomposition have been isolated from 
burned skin which have been found to be 
neurotoxic and necrotoxic. Robertson and 
Boyd found that as the result of the protein 
autolysis in burned tissue there were’ two 
elements resulting: one thermolabile, non- 
diffusible and necrotoxic; the other thermo- 
stabile, diffusible, and neurotoxic. 

Davidson further remarks that if the 
toxemia theory be accepted, and it is the 
one which clinical experience approves, the 
line of treatment would lie in either arrest- 
ing the autolytic process, removing the 
products of decomposition, allowing ab- 
sorption, or coagulating all the devitalized 
tissue. Bearing on the removal of devital- 
ized tissue this has been done, and with 
apparent success in so far as toxic symp- 
toms are concerned. It is distinctly indicated 
in local deep lesions, such for instance as 
those from electric burns; those superficial 
and covering a wide area are scarcely amen- 
able to this method of treatment. This is 
particularly true when, as is often the case, 
the burn is attended by marked shock. 

The coagulation method as a means of 
limiting absorption of toxic material is 
strongly advocated by Davidson, who re- 
ports, and in adequate detail, many cases 
apparently proving his contention. He uses 
tannic acid, which precipitates proteins, 
alkaloids, some glucosides, and the salts of 
heavy metals. In dilute solutions its 
astringent effect is limited to the surface, 
but if first applied in sufficient concentra- 
tion it penetrates and according to Schuetz 
may cause a deep caustic action. It is note- 
worthy that picric acid, which has had a 
large vogue in the treatment of burns, re- 
sembles to some extent tannic acid, being 
a desiccating and analgesic agent, but has 
not the same coagulating action and in itself 
may produce toxic symptoms if used over 
large surfaces. 

Davidson notes that in the first twenty- 
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four hours after a severe burn the blood 
sugar and non-protein nitrogen counts are 
high; they are high in proportion to the 
severity of the burn. 

As to Davidson’s method of procedure, 
the patient is first given an injection of 
morphine to lessen the pain. The burned 
area is then covered with dry gauze pads 
held in place by gauze bandages, and these 
pads are soaked in 2.5-per-cent watery tan- 
nic acid solution made up fresh, since on 
standing it deteriorates. As soon as the 
burned area becomes light brown in color the 
dressings are removed, being first wet with 
fresh tannic acid solution. The wound is 
thereafter exposed to the air, being pro- 
tected from mechanical injury, chilling, and 
bacterial invasion by a suitable cradle 
draped with sterile linen. 

Where needful artificial heat is supplied 
by electric bulbs. It is absolutely essential 
to keep up the fluid balance of the body; 
by the mouth, if possible, if not by all other 
available means. In some cases blood trans- 
fusion may be helpful. 

As the result of his clinical experience 
Davidson notes lessening of the toxemia 
and a low mortality rate. The control of 
toxemia he attributes not only to the pre- 
cipitation of the toxic material by tannic 
acid, but also to the drying incident to ex- 
posure to air. He found that if he changed 
from wet tannic acid compresses to boric 
acid compresses symptoms of acute toxemia 
developed promptly. Five of his cases were 
burned over more than one-third of the 
total body surface. 

Attention is particularly called to the 
analgesic effect of the tannic acid dressing. 
Severe pain usually disappears half an 
hour after the application, and the resultant 
dry coagulum is insensitive either to touch 
or exposure to air. After the first inspec- 
tion on admission narcotics were as a rule. 
not required. Also Davidson notes a dis- 
tinct diminution of the resultant scar. It is 
observed that epithelium grows rapidly 
under the dried crusts formed with tannic 
acid. 

This communication, reénforced as it is 















by a report in detail of 25-.cases with an 
extraordinary low mortality, is worthy of 
more than passing attention. It is probably 
true that some burned cases that might 
otherwise have recovered have been literally 
and ignorantly tortured to death by dress- 
ings so painful as to be devitalizing not only 
to the tissues involved, but to the patients 
themselves. On general principles a pain- 
ful dressing is always a bad one, as is one 
that causes bleeding. The great merit of 
the paraffin dressing was that it came off 
without pain; it did not, however, provide 
for drainage. The great merit of the means 
of treatment proposed by Davidson is that 
it is based on a sound theory, that it causes 
little pain, and, most important of all, that 
it works. 





INFECTION. 


This term, broadly applied, includes ail- 
ments of parasitic origin, be they animal 
or vegetable, and hence the greater number 
of ills with which man is afflicted. Under 
this category are coming certainly year by 
year, and almost month by month, ailments 
which in the history of Medicine have had 
no etiology other than that of inherited de- 
fects or vital incompetency. Thus neurolo- 
gists, at least some of them, believe that 
many forms of mental abnormality are of 
toxic origin, incident to foci of infection, 
and working on this belief have accom- 
plished some cures. Both medical men 
and surgeons accept the teaching that 
arteriosclerosis is frequently of infectious 
origin. 

Charles Mayo (Illinois Medical Journal, 
April, 1925) notes that Hippocrates ob- 
served the curative effect upon a recog- 
nized disease of the removal of a focus of 
chronic infection, and states that Benjamin 
Rush in 1800 reports the cure of disease 
by the extraction of teeth. 

Mayo comments on the fact that 87 per 
cent of all deaths are due to acute or chronic 
infection, and that because of ignorance of 
this fact there are many individual untimely 
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deaths, though the average life of man, for 
well recognized reasons, is now fifty-eight 
years. Mayo believes that the great ma- 
jority of infecting foci which shorten life 
or render it miserable are located in the 
mouth, and that a most skilful x-ray investi- 
gation may fail to show such a focus. He 
also notes that the tonsils carry those or- 
ganisms which cause the loss of teeth, and 
points out that even consultation with a spe- 
cialist may fail to bring health, since tonsils 
of small size and giving no evidence of 
disease are usually cleared of any responsi- 
bility. It is noted that these small tonsils 
may contain pinhead abscesses which may 
be a source of chronic ill health; indeed, 
such tonsils may be more dangerous than 
big ones, the very size of the latter rep- 
resenting a defensive action on the part of 
the system. In the prostate, seminal vesicles 
and the uterine cervix streptococci are prone 
to find lodgment and produce disturbances 
of the cardiovascular system, the kidneys, 
the joints, the muscles, and the nervous 
system. 

Mayo states that in 1915 he predicted 
that stones in the kidney and bladder would 
be found to be due to microbic action. He 
now quotes Rosenow and Meisser’s work 
showing that stones can be produced in the 
kidneys of dogs by causing root abscesses 


of bicuspid teeth by means of streptococci 


from the urine, teeth and tonsils of patients 
afflicted with stone in the kidney. The 
method of causing this infection is ingeni- 
ous and effective: the anesthetized animal 
had the teeth so ground that the pulp, to- 
gether with its root nerve, could be removed. 
The streptococci from patients with stone 
in the kidney were then placed in the cav- 
ity and the tooth was crowned or filled. 
Eighty-seven per cent of the dogs thus in- 
fected developed calculi or calcium lesions 
in the kidney, the renal pathology parallel- 
ing that observed in man. 

The extraordinary cures incident to the 
ablation of focal infection, particularly such 
as occurs about the teeth and the tonsils, 
has led to an enthusiasm for radical proce- 
dure fully justified only when each indi- 
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‘vidual case has been carefully studied and 
all sources of focal infection have been 
found. The removal of the tooth, or teeth, 
when the tonsil is at fault, or the reverse, 
or when there is a chronically inflamed 
appendix or a suppurative lesion in the 
bowel, or a seminal vesiculitis, has no other 
effect than to bring discredit upon one of 
the most efficient means of restoring health 
which clinical experience and laboratory 
study have given us. 

Given two practitioners, one of whom is 
skeptical as to the influence of focal infec- 
tion upon the general health, and the other 
believing that all ailments of the human sys- 
tem are traceable to infection, provided each 
acted upon his conviction, the cures ac- 
credited to the latter would greatly out- 
number those for which the former could 
be held accountable. 

The dentist and the exciser of tonsils 
have in the main been occupied with the re- 
moval of focal infection, because the teeth 
and tonsils are accessible and readily sub- 
ject to a complete examination. Among 
the internists there seems to be a growing 
feeling that chronic infections of the bowels 
could be found as frequently as are those 
of the teeth and tonsils, and that the recog- 
nition of this fact, the diagnosis of the con- 
dition and the ordering of appropriate treat- 
ment may accomplish as many cures of 
apparently hopeless conditions as are now 
accredited to the dentist and the laryngolo- 
gist. 

Bearing on focal infections, under the 

title “Obscure Fevers,” Hanes (Southern 
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Medicine and Surgery, July, 1925) reports 
on four cases lasting for months, and ob- 
serves that on the sacred altar of focal in- 
fection teeth and tonsils are sacrificed in 
large numbers, sacrificed out of proportion 
to the good achieved. He regards as absurd 
a statement to the effect that tonsils that 
never caused their owner any pain were 
found filled with pus or abscesses when re- 
moved, and looks for less gullibility on the 
part of the profession than to credit the 
diagnosis of focal infection. Hanes voices 
the opinion of many doctors that although 
focal infections may be causative of a multi- 
tude of maladies they are not causative of 
all. The brilliant success following the 
finding and eliminating’ of such foci has led 
many unthinking people to expect like suc- 
cesses even when no source of focal infec- 
tion can be demonstrated. 

It is interesting to note in this relation 
and with particular reference to disease of 
the heart, that Stroud (Philadelphia Health 
Council Tuberculosis Committee, July, 
1925) comments on the profound ignorance 
in the average individual as to the under- 
lying cause of heart pathology. The under- 
lying causes are divided into three groups: 
first, congenital heart disease; second, and 
including the vast number of cases, disease 
due to infections, such as acute rheumatic 
fevers, diseased tonsils, sinuses and teeth, 
chorea, scarlet fever, pneumonia, syphilis 
and gonorrhea; and, third, diseases affect- 
ing the vessels which carry blood through- 
out the body, more especially those vessels 
supplying the heart muscle. 








Progress in Therapeutics 


Medical Therapeutics 


Mercurochrome Intravenously Admin- 
istered in Gonococcus Infection. 

In the United States Naval Medical Bul- 
letin for June, 1925, W1LLrams states that 
since October, 1924, 20 cases of gonococcus 
infection of the urethra and adnexa have 
been treated by the intravenous administra- 
tion of mercurochrome-220, soluble, at the 
naval training station, Hampton Roads, Va. 
The method was introduced because of dis- 
satisfaction with the established methods of 
treating gonococcus infection of the epi- 
didymis. Mercurochrome-220, soluble, was 
used in freshly prepared one-per-cent solu- 
tion in distilled water. Ten cc was estab- 
lished as the minimum amount to be admin- 
istered at one injection. No attempt was 
made to regulate dosage according to body 
weight, as only adults were treated, and 
experience has shown that the reaction 
resulting depends more on the individual 
than the amount introduced, provided it is 
within the limits of safety. No more than 
13 cc was given at a time. 

Six cases of epididymitis were treated in 
this manner. Four were -acute infections 
of gonococcus, first infections. Each was 
accompanied by profuse urethral discharge, 
swelling of epididymis, pain, and fever. 
The injections were given at varying periods 
of development of epididymitis. All had 
reactions characterized by a rise in tem- 
perature, pain in abdomen, diarrhea of 
varying severity, and frequent micturition. 
No stomatitis was found. Two reactions 
were complicated by intestinal cramps and 
bloody diarrhea. One of these individuals 
passed fourteen stools in twenty hours. The 
diarrhea was controlled by laudanum and 
no ill effect followed. 

In every case the pain in testicle and 
swollen epididymis disappeared during the 
reaction period. The length of the reaction 
varied according to its severity, but was 
never over four hours. Decrease in the 
swelling was noticeable the morning follow- 


ing, and the patient began to move around 
freely in bed. The profuse discharge 
stopped as suddenly as the pain and became 
free of gonococci. In two cases it returned 
in two days, though scant and watery, and 
cleared up entirely after a second injection. 

The picture which these men presented of 
greatly swollen, exquisitely tender scro- 
tums, nauseated with pain, and pale from 
toxemia, compared with the same men 
eighteen to twenty-four hours afterward, 
cannot be forgotten. The once painful 
scrotum could then be handled with prac- 
tically no pain, the nausea was gone, and 
the mental condition had changed com- 
pletely. 

Three of the individuals so treated had 
been under treatment for a week: one with 
wet compresses of magnesium sulphate, one 
with boric acid, saturated solution, and the 
other with lead and opium with support of 
adhesive across the thighs, without improve- 
ment. One was becoming worse, and it 
appeared that the epididymis would have 
to be incised to relieve the pain. The other 
three received no treatment save mercuro- 
chrome intravenously. and rest in bed. Rest 
in bed was resorted to in all cases of epi- 
didymitis. 

The 14 cases of gonorrhea given mer- 
curochrome intravenously were selected 
because of a continuance or a recurrence of 
discharge after having been sent to re- 
stricted duty under treatment with daily 
urethral injections of silver nitrate 1 to 
10,000. The results with these varied from 
brilliant successes to apparent utter failure 
in two cases. The successes were character- 


“ized by cessation of discharge in profuse 
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discharge cases, negative smear, and imme- 
diate disappearance of the “morning tear” in 
the gleet type, with clearing of the urine 
after one or two injections. The two cases 
of apparent failure were improved consid- 
erably for a week, but at the end of that 
time discharge returned and was positive 
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for gonococcus. A subsequent injection also 
failed to alter their condition. 

Williamson, in the Journal of Urology, 
October, 1923, discusses the reason for 
failure of mercurochrome and other widely 
used antigonococci antiseptics to effect the 
destruction of gonococci when applied to 
the surface of the infected urethra. He ad- 
vanced the theory that the different strains 
of gonococci have developed a varying re- 
sistance to the commonly used antiseptics 
in passing from individual to individual ; 
that while being harbored they are con- 
stantly facing extermination from some 
method of treatment, and certain strains 
develop a surprising resistance to particular 
germicides. So it may be with the two 
cases in which mercurochrome failed to 
effect relief in this series. There is, how- 
ever, another factor of great importance, 
namely, the individual’s power of reaction, 
which has a powerful influence in the de- 
struction of the invading germ. This power 
varies in each individual and must be reck- 
oned. with in determining the amount of 
mercurochrome to be injected. It can be 
approximated after the first injection and 
the dose so determined. 

Williams hesitates to report so few cases 
as these, but in view of the swift relief 
from pain of an acutely swollen epididymis 
and the rapid apparent ‘cure of severe gono- 
coccus infection of the urethra, more evi- 
“dence may be put on record in favor of 
mercurochrome administered intravenously 
in gonococcal infections. 





The Radium Treatment of 
Vascular Nevi. 


In the Archives of Pediatrics for June, 
1925, Witt1ams and Trav state that in 
“blush mark” it is questionable whether 
any permenent benefit may be expected from 
radium, without damage to the integument. 
In the three cases which they treated there 
seemed to be some slight initial improve- 


ment. Subsequent applications apparently 
caused no further benefit, and the progress 
was not considered sufficient to warrant the 
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continued use of the radium. The location 
of the lesions in these cases (on and about 
the eyelids, nose, and upper lip) was such 
that Kromayer light exposures, with pres- 
sure, in adequate doses could not be given. 
This is perhaps the only type in which 
“watchful waiting” is to be recommended. 

In nevus araneus, or spider nevus, radium 
is contraindicated, and the electric cautery 
point gives a perfect result in one treat- 
ment. 

In type two the situation is somewhat 
similar to the preceding group. When the 
lesions are small and favorably situated, as, 
for example, on the nasolabial fold, they 
may be removed by the actual cautery point, 
without anesthesia, in one treatment. Ap- 
plications over large areas should be made 
exactly as for type one, and the dosage and 
filtration are the same. In some cases in 
this group, however, it is advisable to filter 
through 0.1 mm. silver and increase the 
exposure time to thirty minutes. 

The cavernous angiomata (type 3) con- 
stituted the bulk of cases treated in their 
series, and in this group the best results with 
radium may be expected. If the lesions are 
ulcerated and infected when first seen, boric 
acid ointment should be applied until heal- 
ing has taken place. Scarring thus produced 
should be carefully noted that the radium 
may not later be blamed. Lesions that are 
bleeding or slightly eroded, but not infected, 
should be treated with radium at once, as 
the latter assists materially in stopping the 
hemorrhage. A few selected angiomata in 
this group may be excised as the method of 
choice, notably those on the torso or where 
loose tissue may be drawn together, pro- 
ducing a fine linear scar. 

In type four of the submucous and sub- 
cutaneous lesions, needles are unquestion- 
ably the method of choice, in doses slightly 
larger than those used in the preceding 
group. The plaque treatment is also very 
satisfactory, more so than tubes, because of 
its more extensive and more even surface 
distribution. Heavy filtration, distance, or 
both, however, are indicated in this type to 
destroy the endothelial lining of the vessels 
at a considerable depth. In using the plaques 
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on the mucous membrane surfaces of the 
mouth, they should be fastened to the end 
of a tongue depressor, which in turn is held 
in place by the patient or an attendant. 

These writers conclude that radium is the 
best single agent in the treatment of vascu- 
lar nevi. 

Those lesions not suitable for radium in 
types one and two are best treated with 
either Kromayer light under pressure or 
actual cautery point. In types three and 
four either cautery or surgical excision of- 
fers the best alternative. 

Except as specified, an erythema should 
never be produced with radium if the best 
cosmetic effect possible is to be secured. 

Radium, though time-consuming and ex- 
pensive—its chief disadvantages—may be 
employed before surgery may be deemed 
advisable. Furthermore, it is possible to 
apply it in locations, as, for example, eye- 
lid, lip, etc., where other methods are con- 
traindicated. 

Bleeding is not a contraindication to 
radium; in fact it may be promptly checked 
and the healing of ulcers (not infected) 
may be promoted. 

Adults respond poorly to radiation, com- 
paratively speaking—lesions which in in- 
fancy would have rapidly melted away 
require tremendous dosage before being 
favorably influenced. 





Goitre in Children. 


Jackson in the Archives of Pediatrics 
for June, 1925, states that the goitre ques- 
tion is now of national concern to the pro- 
fession as well as to the laity. 

Iodine deficiency is generally accepted as 
the cause of simple or colloid goitre in chil- 
dren. Excessive physical and mental fa- 
tigue are also factors in the etiology of 
simple goitre, as they add an extra load to 
the thyroid gland. 

Goitre in children may be classified under 
three headings: colloid, adenomatous, and 
exophthalmic. The adenomatous type is 
subdivided three types: non-toxic, 
toxic, and iodine hyperthyroidism. 


into 
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Colloid and adenomatous goitres are the 
result of a compensatory hypertrophy on the 
part of the thyroid gland to supply the 
deficiency of thyroxin. 

Although colloid goitres apparently cause 
no symptoms, the disturbance in the thyroid 
gland may result in a general impairment 
of the vitality of the body. 

Adenomatous goitres rarely become toxic 
in childrert unless by the injudicious use of 
iodine. 

Exophthalmic goitre rarely occurs in chil- 
dren under ten years of age, but is observed 
more frequently in persons between twenty 
and forty. 

Nine cases of exophthalmic goitre in 
children, all but one of which received 
treatment with iodine, were successfully 
operated on in his series. 

All children living in a goitre area should 
receive prophylactic treatment with iodine, 
which should be started at the age of ten. 
If small adenomata are present, treatment 
may be continued until the age of twenty- 
one, provided small doses are given with 
care. 





The Treatment of Hemoglobinuric 
Fever with Caffeine Sodio-benzoate. 


In the Journal of Tropical Medicine and 
Hygiene of March 16, 1925, Facio and 
Rojas state that at the beginning of their 
observations they gave the caffeine and 
sodium benzoate intravenously, but patients 
always complained of severe headache im- 
mediately after the injection, and it was 
then decided to administer it intramuscu- 
larly except in depressed cases with weak 
circulation, when it was given intrave- 
nously. 

The following is the routine method they 
adopted in treating these cases. This of 
course may be varied to meet the indications 
of each individual. No quinine is to be 
given unless the parasites are found; and 
then only after the patient’s urine has 
become normal. The temperature is con- 
trolled by cold sponges and the application 
of an ice-cap to the head. Purgatives are 
not advisable during the acute attack, and 
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cleansing enemas are to be preferred. These 
should be followed by an enteroclysis of a 
solution containing 2 per cent of sodium 
bicarbonate and 1 per cent of glucose, ad- 
ministered very slowly (from 40 to 50 drops 
per minute). This is kept up for three 
hours at a time, with equal intervals of rest, 
until the urine is voided more or less nor- 
mally as to quantity and quality. Caffeine 
sodio-benzoate (U. S. P.), grains*3, is given 
intramuscularly twice daily; the first injec- 
tion early in the morning and the second 
at 4 p.M., so that it will interfere with sleep 
as little as possible. If after the seventh 
day the patient still remains much jaundiced, 
the caffeine sodio-benzoate can be continued 
once daily until the twelfth day. 

They have found that vomiting and hic- 
cough could best be controlled by a single 
hypodermic injection of morphine and atro- 
pine, which also acts as a nerve sedative. 
Thirst is generally controlled by the enter- 
oclysis, but in very severe cases a hypoder- 
moclysis is recommended. During the first 
three days of the attack the diet is restricted 
to liquid gelatin, soda water, lemonade, or 
plain Vichy water. When the vomiting 
ceases milk may be added to the diet. 





The Treatment of Placenta Previa. 


JELLETT in the New Zealand Medical 
Journal for June, 1925, states that the treat- 
ment which he describes has been carried 
out at the Rotunda Hospital, with a single 
exception, since 1889, unless Dr. Fitzgibbon 
has altered it in the last few years, and 
it is a very different treatment from that 
which has given in Edinburgh a mortality 
rate of 13 per cent. It does not consist in 
the use of the “pack plus version, bags, 
bipolar and internal version” (Watson). 
It consists in serious cases, in which the 
patient is not in labor, simply in the adop- 
tion of version (whatever form is best, 
and usually a combination of external and 
bipolar), bringing down a leg, and leaving 
the further delivery to the natural efforts. 
It condemns the.use of the pack as a grave 
danger, because of the nearness of the 


uterine sinuses to the uterine orifice and the 
consequent risk of infection. It condemns 
efforts at dilatation, other than that implied 
by the passage of two fingers through a 
soft and partially dilated cervical canal, 
because of the ease with which the cervical 
tissues tear in these cases and of the prox- 
imity of large blood-vessels to the cervix. 
It condemns any attempts to hasten delivery, 
unless the patient is in the second stage 
and the uterus is contracting strongly, be- 
cause of the necessity of allowing the pa- 
tient to recover from the primary shock of 
the hemorrhage. It does not take into 
account the life of the fetus, because such 
a life is, in these cases, antagonistic to the 
life of the mother. Lastly, it has given 
during a period of thirty-six years a gross 
mortality of 5.2 per cent. 

It took at least twenty years to teach ob- 
stetricians generally that the use of the 
vaginal plug in external accidental hemor- 
rhage, as taught by the Dublin School of 
Midwifery, was both permissible and ad- 
visable. He hopes that it will not take 
another twenty years to teach them that its 
use in unavoidable hemorrhage is neither the 
one nor the other, except under the rare 
condition which he mentions. 

His object in writing is mainly to prevent 
the views brought forward at the Edin- 
burgh meeting from undoing any little good 
which his efforts may be doing to reduce 
the mortality from placenta previa in New 
Zealand. He cannot tell the proportion of 
fatal cases of placenta previa in that coun- 
try, as the statistics do not show them. 
They do show, however, that one woman 
out of every 2797 labors died of unavoid- 
able hemorrhage in the year 1920. The 
corresponding figures for a period of years 
in the Rotunda Hospital are one in 7397. 
He believes the difference is largely due to 
the distance that often separates doctor and 
patient, and so delays treatment. It is, how- 
ever, also due to the adoption of unsuitable 
treatment such as that advised at the Edin- 
burgh meeting. 

The issue which he desires to put forth 
is very clear. Placenta previa is always a 
serious, and can be a fatal, complication of 
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pregnancy. Which do we then prefer—a 
clearly-defined treatment, which in thirty-six 
years has given a gross mortality of 5.2 
per cent, or the choice between a heteroge- 
neous treatment with a mortality of 13 per 
cent and Czsarean section with a mortality 
of 11.5 per cent in selected cases? 





Palpation of the Mastoid a Physical 
Sign of Value in the Diagnosing 
of Acute Mastoiditis. ® 

In the Boston Medical and Surgical Jour- 
nal of July 23, 1925, PRENN states that 
when the auriculomastoid folds are oblit- 
erated, when there is a definite postauricu- 
lar swelling with or without fluctuations, 
when the auricle stands out forward, mas- 
toid operation, with few exceptions, is 
indicated. The exceptions are when the 
swelling is due solely to inflammatory ex- 
tension from tHe canal, with or without 
middle-ear abscess. In such cases an in- 
cision over the swelling with evacuation 
of the pus or exudate, when done early, is 
all that is necessary. 

Sometimes when seen early in the post- 
auricular extension from the canal, before 
accumulation of pus has taken place, an 
incision in the canal at the seat of greatest 
tenderness and swelling, followed by appli- 
cations of heat and some soothing medical 
applications to promote shrinkage and sub- 
sidence of inflammation, will suffice to bring 
the tissues back of the ear to normal. He 
has obtained good results with this method 
in several cases in children and adults. 

The swelling behind the ear goes down 
completely in much the same way as the 
swelling of the parotid, secondary to an- 
terior canal infection, and subsides when 
the canal clears up. In the latter case we 
are dealing with parotid gland infection, 
and in the former with postauricular gland 
invasion. 

When there is no swelling behind the ear, 
a diagnosis of acute mastoiditis has to be 
made. 

There is no one symptom that will make 
the diagnosis positive in the early stages, 
but we must resort to a group of signs, 
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* both physical and subjective. There is the 
temperature, which is not always constant. 
It may. be absent, especially in the adult. 
There is tenderness on pressure over the 
mastoid, either at the tip or along the emis- 
sary veins, or anywhere. This sign is not 
always conclusive, especially in the neurotic, 
who will be tender whether the mastoid is 
involved or not. 

Sagging of the posterior canal wall ‘near 
the annulus tympanicus and its absence in 
the other ear by comparison is a very im- 
portant physical sign. But again it may 
be absent when the pus is draining out into 
the mastoid with the destruction of cells 
and bone and with the antrum closed. The 
middle ear in such cases may be entirely 
dry, and the drum membrane and all the 
visible structures may assume a normal 
appearance. True, on close observation a 
line of redness with a rounding out of the 
angle of the posterior canal wall with the 
annulus tympanicus may sometimes be made 
out. 

Headache, ruling out other causes, re- 
ferred to the temporal, but also to the occi- 
pital and frontal regions, is an important 
symptom. But the personal equation must 
be taken into consideration. General rest- 
lessness and the facies help in the diagnosis. 

The «-rays can decide in cases of posi- 
tive bone abscess. In border-line cases with 
only cloudiness it is an adjunct to the rest 
of the signs. 

There is another physical sign which is 
on a par with the x-rays, though it does 
not take the place of it. It has the advan- 
tage, however, of being ever ready in the 
trained hands to check up the condition 
and follow the progress of the mastoid ; and 
that is palpation. The outér surface of the 
mastoid, the one we can feel, is rough in 
the normal. It is perforated by numerous 
foramina and gives attachments to differ- 
ent muscles. The mastoid tip is conical in 
shape, almost pointed. When a middle-ear 
abscess drains out through the antrum into 

the mastoid cells, inflammation starts up 

in the mastoid portion and we get an os- 
teitis and periostitis, depending upon the 
degree and extension. The physical result 
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is a thickening of the bone, a rounding and ° 


smoothing out. The mastoid tip loses its 
pointedness and becomes bulbous.- This 
change in the contour of the mastoid will 
last as long as the inflammation goes on 
within, and will come back to normal as 
soon as the mastoid cells are drained out 
forward, back into the tympanum, and 
through the incised drum and Eustachian 
tube ‘by suction. 

The method of palpation, without pres- 
sure, helps us a great deal during the course 
of the disease to ascertain with some de- 
gree of accuracy whether we are dealing 
with a mucous membrane inflammation of 
the mastoid cells or bone invasion. 

When on palpation of the mastoid we 
feel a thickening, a smoothing out of the 
bone, a rounding out of the mastoid tip, we 
are dealing with a potential acute mas- 
toiditis. The mastoid cells at this stage are 
already filled with inflammatory exudate; 
the mucous membrane lining the cells, 
which is continuous with that of the tym- 
panum, is already inflamed. Hence the con- 
tour of the cortex phenomenon. But the 
inflammation may be confined to the mu- 
cous membrane of the cells only, and re- 
main so until they are drained out. The 
cells then clear up and the bone contour 
comes back to normal. 

When the mucous membrane inflamma- 
tion extends to the bone with the destruc- 
tion of the cell walls and so on, then the 
external manifestations of the bone remain 
even in the absence of most all other physi- 
cal signs. 





Treatment by Intraperitoneal Injection 
of Neoarsphenamine. 

In the Journal of the American Medical 
Association of July 25, 1925, Sanrorp 
states that in the cases which he reports 
the method of administration consisted in 
a sterile preparation of the abdomen simi- 
lar to that used in any other intraperitoneal 
injection. His method consisted in wash- 
ing the whole abdomen with green soap and 
water, then once with alcohol. The ideal 
site for entrance of the needle is located in 





the middle of the left rectus sheath, slightly 
below the level of the umbilicus. This spot 
was chosen because in many children the 
liver on the right side will be at the level 
of the umbilicus, and it is necessary to go 
below any possible limit of the omentum; 
and a site too far below the umbilicus will 
endanger the bladder. This spot is painted 
with tincture of iodine, which is then washed 
off with alcohol. The needle, preferably a 
small-gauge one, is inserted as for an or- 
dinary ever ntie injection. The solu- 
tion consists of 150 mg. of neoarsphena- 
mine dissolved in approximately 15 cc of 
warm sterile water. The average weight 
child of 10 pounds (4.5 kg.) should re- 
ceive 50 mg., or 5 cc of the solution. The 
substance is injected as fast as the plunger 
will fall in the syringe, and is best sprayed 
over the peritoneal contents. 

In only one instance in which this was 
given, the first, the baby weighing only five 
pounds (2.3 kg.), did he have any reaction. 
This consisted of a Herxheimer reaction of 
livid red patches, slight cyanosis, and vom- 
iting. This disappeared spontaneously in 
ten minutes. No difference could be found 
in action, in rapidity of injection, or in con- 
centration of solution. The amount taken 
was used simply because 5 cc is an easy 
amount to handle. 

It has been his custom to repeat these 
injections at from three- to four-day inter- 
vals—making two weekly. There seems to 
be no particular reason why these cannot 
be given at more frequent intervals, as they 
do not seem in any way to affect the nutri- 
tion of the child or to cause any digestive 
disturbance. 

The usual treatment consisted of four in- 
jections at three-day intervals, followed by 
four injections at seven-day intervals. This 
was usually sufficient to clear whatever 
pathologic condition due to syphilis existed, 
including the Wassermann reaction, The 
child was then turned over to the outpatient 
department for observation, and then re- 
turned to the hospital at the end of one 
month, when another Wassermann test and 
roentgenograms were taken. 

Sanford asserts from the results of ex- 
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periments on animals, and the clinical data 
obtained from ten cases, that neoarsphena- 
mine can be given intraperitoneally to 
infants with safety. While he does not 
claim that this method is as rapid as the 
intravenous injections, the neoarsphena- 
mine is absorbed with sufficient rapidity to 
act in any condition. This method is ideal 
for’ use in children in whom the small 
veins make the injection difficult, and the 
condition is of such degree that active treat- 
ment is imperative. 





Oil of Bitter Orange Peel with 
Ether Anesthesia. 

Weiss in the Jilinois Medical Journal for 
July, 1925, calls attention to the fact that 
there are cases in which, due to extensive 
handling of the viscera during the operation 
and to the odor of the ether vapor, the pa- 
tient will in spite of the ordinary measures 
have considerable nausea, vomiting, and 
acute discomfort from tympanites. Gwath- 
mey recommends administration of the oil 
of bitter orange peel during induction of 
anesthesia, to eliminate the odor of the 
ether vapor, and to abolish the stage of 
excitement. He finds that this administra- 
tion during the induction also cuts down the 
postoperative distress. 

During 1920 at the Fairmont Hospital, 
San Francisco, the writer had the first ex- 
perience in giving anesthetics. She used 
the oil of bitter orange peel in connection 
with ether by the drop method, but in addi- 
tion to giving it during induction she also 
dropped the oil on the ether mask for two 
or three minutes after stopping the anes- 
thetic. She has not found this postanes- 
thetic administration recommended in any 
of the text-books or used by any of the 
anesthetists with whom she has come in 
contact, although the results are most grati- 
fying. The patients on awakening were 
always unusually comforable. Exception- 
ally there were one or two very light attacks 
of vomiting, but never accompanied by 
nausea, and she does not recall even one 
case that had gas pains. As she was house 
physician, and made rounds twice daily, she 
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was in position to keep in close touch with 
the patients. The surgeons noticed the dif- 
ference, and used to request that the oil be 
not omitted. She kept no statistics at the 
time, partly due to the pressure of much 
work, but mostly because she thought that 
the practice of using some substance to 
mask the odor of the ether vapor was prob- 
ably quite general, since it was recommended 
in the stardard text-book on anesthesia. She 
has found since that the method is very 
rarely used, and that some text-books do 
not lay any stress on it. Flagg mentions in 
passing that one may pour some aromatic 
substance on the mask, and Hewitt says 
nothing at all on the subject. 

She gave about 400 anesthesias at the 
Fairmont Hospital, and used the oil of bit- 
ter orange peel in about half the major 
operations. The patients not receiving it 
showed the usual clinical picture of more 
or less postoperative discomfort, always in 
marked contradistinction to those cases 
where it was employed. 

Three years ago while visiting in Fort 
Wayne, Indiana, she gave an anesthetic for 
a laparotomy at the Methodist Hospital. 
They had no oil of bitter orange peel on the 
premises, so she used vinegar at the con- 
clusion of the operation (this is also men- 
tioned by Gwathmey), and the surgeon re- 
ported to her next day the unusual post- 
operative comfort of the patient. 

For tonsillectomies she never uses the oil, 
as there is usually some blood swallowed, 
and the vomiting gives the patients consid- 
erable relief. 





Quinidine Sulphate in Heart Disorders. 


In the Boston Medical and Surgical Jour- 
nal of July 16, 1925, Wuite and SpracuE 
state that much has been written concerning 
the results of the use of quinidine sulphate 
in unselected groups of cardiac cases with 
auricular fibrillation. Much has been made 
of the accidents that have resulted from 


these pioneer investigations. In fact these 
misfortunes have been so much exaggerated 
that clinical medicine is in danger of losing 
the benefit of the use of this valuable drug 
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in selected cases. Many other therapeutic 
measures have in the pust gone through the 
same history, but generally more slowly, at 
first welcomed as panaceas, soon to fall into 
disrepute because of their improper use, and 
finally to be resuscitated as valuable methods 
of treatment when correctly used. So it is 
with quinidine sulphate, which happily has 
attracted so much attention in all parts of 
the world that we have been able to learn 
a great deal about its clinical value and 
limitations in a very few years. We have 
much still to learn about the drug, but dis- 
tinct knowledge has already been gained as 
to its usefulness. Quite rightly its advan- 
tages have been described widely, but un- 
fortunately so overemphasized that most 
medical men are afraid to use the drug even 
in those cases in which it is indicated. 

Quinidine sulphate is often very helpful 
in preventing paroxysmal auricular fibrilla- 
tion, no matter what the condition of the 
heart, when given in daily rations of about 
3 or 6 grains in tablet or capsule form once 
or twice a day, or two grains two or three 
times a day. Patients who are generally 
sensitive nervously, who have obtained relief 
in whole or in part from the very disagree- 
able paroxyms of fibrillation by the use of 
quinidine sulphate, are very grateful. 

Sometimes the drug is also helpful in pre- 
venting paroxysms of regular auricular 
tachycardia. In about half of the cases in 
which they have so used it there has been 
distinct relief, but it is less effective than in 
paroxysmal auricular fibrillation. In getting 
rid of extrasystoles or premature beats it 
has been ineffective in the few cases to 
which they have given it. 

Finally quinidine sulphate may be of 
much value in restoring normal rhythm in 
cases of recently established permanent 
auricular fibrillation, or of prolonged par- 
oxysmal auricular fibrillation, in which 
there is no history of congestive failure, no 
extensive heart disease—valvular (mitral 
stenosis, etc.) or otherwise—and no sensi- 
tiveness to the drug. After it has been 
ascertained by a small dose (2 or 3 grains) 
that the individual is not easily poisoned by 
the drug—and such poisoning they assert 
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is very rare—it can be given in fairly large 
dosage by mouth for several days without 
danger provided the patient remains quiet 
and under close observation, so that the 
heart may be examined for normal rhythm 
or abnormal tachycardia, and toxic symp- 
toms observed, on each occasion before the 
next dose is due. The toxic symptoms are 
those of cinchonism. The dose that they 
have found most effective is 6 grains (0.4 
gramme) for 5 doses at two-hour intervals 
daily until normal rhythm has appeared, 
toxic symptoms or signs developed, or the 
treatment continued without effect for a 
week. Although ambulatory cases may be 
so treated it is safer to give the drug in 
these large doses under close observation. 

The restoration of normal rhythm in these 
cases of chronic auricular fibrillation may 
not only relieve the patient of very disagree- 
able palpitation, but also enable him to be 
physically more efficient, partly because of 
the relief of the symptoms and partly be- 
cause his circulation is improved. In no 
sense of course is quinidine sulphate to be 
used in the treatment of congestive failure 
or angina pectoris—it is not intended to re- 
place digitalis or the nitrites. 





Observations on the After-histories of 
Men Suffering from the 
Effort Syndrome. 

In Heart of June 17, 1925, Grant states 
that the most satisfactory method of treat- 
ment was found to be by means of grad- 
uated physical training. The reaction of 
the patients of these graded exercises was 
eventually adopted as the chief basis of 
prognosis also. Accordingly, the men were 
discharged from the hospital in several 
categories; the terminology of these varied 
somewhat as time went on. 

As a result of this method of treatment 
the general health of these patients was 
improved ; but} though a number recovered 
entirely, and though the general tendency 
of the effort syndrome was toward recovery, 
the majority of the patients progressed to 
a certain point only or showed no change, 
health remaining impaired. The military 
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record of the men on discharge from the 
hospital established the soundness of this 
system of treatment and sorting, and, more- 
over, supplied further evidence as to the 
relation of infection to the malady. Thus, 
in some patients the ultimate discovery and 
treatment of a source of infection led to 
recovery; in a few the more serious dis- 
eases, such as pulmonary tuberculosis or 
heart disease, declared themselves. 





Medical Treatment of Empyema, with 
Special Reference to Chemotherapy. 

In the Illinois Medical Journal for July, 
1925, Mayor emphasizes the disastrous re- 
sults of early operation in influenzal em- 
pyema, which were so ‘uniformly noted 
during the world war. Conversely the 
marked improvement in the mortality rate 
following delayed operation in these cases 
remains the most important therapeutic les- 
son learned in regard to this disease. 

At the time the value of delayed opera- 
tion was coming to be gradually appreciated, 
several observers introduced less radical 
methods of treatment. Mozingo irrigated 
the chest with Dakin’s solution through a 
catheter and obtained excellent results. 
Manson treated 43 patients by repeated irri- 
gation with chlorinated soda through a 
catheter. All of his patients were cured by 
this method and no secondary operation was 
necessary. 

During the influenza epidemic of 1919 
and 1920 forty cases of influenzal empyema 
came under Major’s observation. In most 
of these cases the empyema appeared within 
four or five days after the onset of the pneu- 
monia and frequently even earlier. The 
fluid at first was fibropurulent,. but rapidly, 
often within twenty-four hours, became 
frankly purulent. Because of the evident 
coexisting bronchopneumonia, early opera- 
tion was not attempted. The alternative 
presented itself of either merely waiting 
until operation seemed safe or trying in 
some way to influence favorably the course 
of the empyema. 

Since the investigations of Churchman 
had shown that gentian violet has a marked 
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bacteriologic effect upon Gram-positive or- 
ganisms, and he was dealing with a strepto- 
coccic and a pneumococcic infection, he 
began treating these cases with instillations 
of gentian violet. 

The technique of this treatment was very 
simple. The chest was first aspirated with 
a needle, all the fluid possible withdrawn, 
and then 100 cc of an aqueous solution of 
gentian violet was introduced into the chest 
and allowed to remain there. He began at 
first with a very dilute*solution, 1:5000, and 
in the succeeding injections increased the 
strength rapidly to 1:1000. 

The results of this treatment were very 
encouraging. Twenty-seven patients were 
treated by this method, and fourteen, or 
more than one-half, cleared up completely 
and no subsequent operation was per- 
formed. In eight patients the treatment 
was only partially successful, later opera- 
tion being necessary. Five patients whose 
empyema was complicated by a coexisting 
bronchopneumonia did not respond to this 
treatment and died. 

In most of the cases where a later opera- 
tion was necessary, he felt that operative 
procedure had been simplified by this treat- 
ment, and he recalls one patient particu- 
larly, who was desperately ill with a bilat- 
eral empyema, whose respirations often 
were as rapid as eighty per minute, and 
who, it seemed, could not possibly recover. 
Under the gentian violet treatment the 
empyema on one side cleared up completely, 
so that a later operation on the other side 
was carried out with no risk. This patient 
made a complete recovery. 

This experience during the influenza epi- 
demic suggested a further trial of this 
method in empyema associated with the . 
usual lobar pneumonia or bronchopneu- 
monia. Major hoped that perhaps empyema 
produced by the less virulent pneumococ- 
cus, and occurring apart from such an ap- 
palling epidemic, would give even better re- 
sults. 

He lays special emphasis on the fact that 
this treatment, if it is to be successful, must 
be instituted early. If we wait until ex- 
tensive adhesions or encapsulation have 
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occurred, the problem becomes to a consid- 
erable extent a mechanical one and surgical 
treatment is indicated. Adhesions and en- 
capsulation make thorough aspiration and 
irrigation with gentian violet very difficult. 
Some patients, however, even in this stage 
have cleared up under the gentian violet 
treatment, but in most instances operation 
with a loosening up of the adhesions and 
drainage of the encapsulation has been 
necessary. 

The average numer of aspirations nec- 
essary in his first series of patients was 
fourteen. In Davis’s series the number of 
aspirations varies in most cases from four 
to fourteen. In his later cases the num- 
ber of aspirations has been much less, vary- 
ing from three to seven. 

No untoward symptoms have ever been 
observed following the instillation of. the 
gentian violet. Most of the patients treated 
at some time have spat up some quantities 
of the dye. The patient should be warned 
in advance of this probable occurrence, or 
else he may be alarmed when he coughs 
up sputum of a deep violet color. This 
phenomenon shows that there is usually a 
connection between the pleural cavity and 
the bronchus and is evidence of the correct- 
ness of Moschowitz’s view that empyema 
takes its origin from a small abscess in the 
pulmonary tissue which ruptures, infecting 
the pleural cavity and establishing com- 
munication between this cavity and the 
bronchus. 

Gentian violet has marked advantages 
over most of the substances suggested for 
intrapleural instillation since it is practically 
non-irritating, non-toxic, and yet highly 
bacteriostatic. Churchman has shown that 
in vitro dilutions as high as 1 to 1,000,000 
inhibit bacterial growth, and this effect is 
also quite marked in the pleural cavity. In 
one patient seen recently with a strepto- 
coccus empyema the fluid became sterile 
following three instillations, and in another 
patient with a pneumococcus empyema the 
fluid was sterile after one instillation. 

In his earlier cases he used a very dilute 
solution of 1 to 5000 for instillation, but 
later he has employed solutions of 1 to 500 
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and 1 to 250. These stronger solutions have 
a greater bacteriostatic effect and are ap- 
parently neither irritating nor toxic. 

The question is frequently raised as to 
whether repeated aspirations of the pleural 
cavity without instillation of gentian violet 
would not cure empyema. In light of the 
experience of McCrae, and of others, it 
seems quite probable that repeated aspira- 
tions alone may at times clear up an empy- 
ema. The use of gentian violet, however, 
he believes, hastens this process and often 
cures patients who would not clear up un- 
der simple aspiration alone. Since gentian 
violet’ produces no bad effects and is so 
highly bacteriostatic, he believes its use is 
indicated in such patients. 





Chloroform Anesthesia. 


In the British Medical Journal of July 
11, 1925, FarRLI£, in opening a discussion 
on this subject before a meeting of the 
Anesthetics Section of the Royal Society of 
Medicine, held at Manchester on June 27, 
said that at a time when chloroform was 
being subjected to criticism as an anes- 
thetic, even to the extent of protesting alto- 
gether against its use, he thought it proper 
that its legitimate uses should be discussed, 
since a considerable amount of space in 
text-books was still devoted to the teaching 
of its exhibition as an anesthetic. The fact 
that people talked of an ideal anesthetic 
seemed to indicate that no ideal anesthetic 
had as yet been discovered. On the other 
hand, Hobday considered chloroform the 
ideal anesthetic for animals. Ether was the 
most formidable rival of chloroform, and 
it certainly had its proper place as an anes- 
thetic, though it was not supreme. It was 
productive of fatigue; its stimulating action 
on the circulation left the patient in a con- 
dition of reaction at a moment when stimu- 
lation was most needed, and the subsequent 
fall of blood-pressure was the cause of 
many postoperative fatalities. He thought 
too much emphasis was laid on the condi- 
tion of the patient during operation, and 
the after-effects were ignored. Statistics 
were misleading, as they included many 














personal factors, such as variations in skill 
of different anesthetists and variations in 
the condition of the patients prior to opera- 
tion. 

Chloroform should not be the choice of 
the occasional anesthetist, but the expert 
would not have more fatalities with it than 
with ether. Desirable surgical conditions 
were more easily reached with chloroform 
than with ether, while in the postanesthetic 
stage the blood-pressure tended to rise and 
would respond to stimulation. At the time 
of operation there was less tendency to 
bleeding, and afterwards the chances of 
lung complication were fewer. As offsets 
to these advantages there was certainly the 
danger of acidosis and chloroform syncope. 
It was usual to classify syncope as of two 
kinds—sudden and gradual. There was, 
however, no vital distinction between the 
two. They were of the same nature, dif- 
fering only in rapidity of onset. In the 
sudden variety the time available for reme- 
dial measures is scant. It is rarely neces- 
sary to do more than control the circulation 
by putting the patient in the Trendelenburg 
position if the condition is recognized at 
the onset. 

Levy considered ventricular fibrillation 
the result of light chloroform anesthesia 
rather than overdosage. The suprarenal 
glands were stimulated, and the result was 
fibrillation. As the result of clinical experi- 
ence the speaker did not agree with the 
overdosage theory, whereas the alternative 
theory of vagus inhibition appealed to him. 
He said he practiced light dosage with a 
Vernon-Harcourt apparatus up to 3 or 
3% per cent of vapor strength, the bottle 
being immersed in hot water to increase 
the percentage and keep it uniform. Atro- 
pine gr. 1/100 was given to adults, and in 
smaller doses to children. In the later stages 
of anesthesia deficient oxygenation was 
combated by oxygen inhalations, and in 
deep abdominal cases was given through- 
out. Sepsis in the abdominal cavity ruled 
out chloroform. In conclusion he quoted 


Waller, who stated that if he had to be 
operated upon and the anesthetist was un- 
known to him he would choose ether for 
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the anesthetic, but if he had warning and 
could choose his anesthetist he would pre- 
fer chloroform. 

Blomfield, in discussing the same sub- 
ject, said it was difficult to criticize a paper 
which was so eminently rational, and he 
only differed from Fairlie on one point. 
There were certainly two kinds of chloro- 
form syncope, and from clinical experience 
he concluded that there were deaths due to 
overdosage and deaths without overdosage. 
He had seen a man die in the early stages 
of chloroform anesthesia, the administra- 
tion being conducted by a competent anes- 
thetist for carcinoma of the tongue. Vio- 
lent spasms occurred with the corneal 
reflex still brisk, there being no evidence of 
overdosage, no high concentration of the 
drug, no deep anesthesia, the patient sitting 
up in his struggles, when he suddenly fell 
back and died. 





Dangers of and Treatment for Carbon 
Monoxide Poisoning. 

Savers and YANT in The Military Sur- 
geon for July, 1925, state that the steps in 
effective treatment of acute carbon mon- 
oxide poisoning are as follows: 

The victim should be removed to fresh 
air as soon as possible. 

If breathing has stopped, or is weak and 
intermittent, or present in but occasional 
gasps, artificial respiration by the Schaefer 
method should be given and continued until 
normal breathing is resumed or until after 
the heart stops. 

Pure oxygen, or a mixture of it with 5 
per cent of carbon dioxide, should be 
administered for twenty minutes, beginning 
as soon as possible. 

Circulation should be aided by rubbing 
the limbs and keeping the body warm with 
blankets, hot-water bottles, hot bricks, or 
other devices, care being taken that these 
are wrapped so as not to come in contact 
with the body and produce burns. This 
aids in tiding the body over a period of 
low vitality. Other stimulants, such as 
hypodermics of caffeine-sodium benzoate 
or camphor in oil, should not be adminis- 
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tered except by a doctor after he has con- 
sidered the possibility of excessive stimula- 
tion and consequent collapse. 

The patient should be kept at rest, lying 
down in order to avoid any strain on the 
heart. Later, he should be treated as a 
convalescent and given plenty of time to 
rest and recuperate. 

After-effects of carbon monoxide poison- 
ing should be treated symptomatically. 

In conclusion they emphasize that in- 
halations, for a period of twenty to thirty 
minutes, of oxygen, or a 5-per-cent mixture 
of carbon dioxide in oxygen if available, 
will, when given immediately, greatly lessen 
the number and severity of symptoms of 
carbon monoxide poisoning, as well as de- 
crease the possibility of serious sequelz. 
All industries in which this type of poison- 
ing commonly exists should provide ap- 
paratus (inhalers) for the efficient 
administration of these treatments. This 
apparatus should be placed at points most 
convenient for treating carbon monoxide 
poisoning and employees trained in its use 
so that resuscitation may be effected im- 
mediately. 





Sacroiliac Displacements. 

In the American Journal of Electrothera- 
peutics and Radiology for July, 1925, Snow 
states that if the case is a recent one and 
is placed upon the table lying upon the 
back and is told to raise the limb of the 
affected side, in severe cases he will be un- 
able to do so. This is the Goldthwaite test. 
In the subacute cases, or when the condi- 
tion has become chronic, the patient may be 
able to raise the limb, perhaps to a right 
angle with the trunk. If then the limb is 
extended and the leg flexed upon the thigh, 
decided pain is produced at the synchon- 
drosis. 

Another method which he employs is to 
ask the patient to sit upon the edge of a 
chair with the limbs extended straight for- 
ward, when complaint is made of pain at 
the sacroiliac joint as the body is bent jor- 
ward; whereas, if the knee of the affected 
side is allowed to flex, the patient will then 
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bend forward without pain. The cases 
that were cured as of sciatica, as reported 
in the old books, by stretching the sciatic 
nerve might have been subluxations re- 
placed by pushing the limb well up on to 
the trunk with the patient lying on his back, 
the bone slipping back during this effort. 
This is one of the methods he employs in 
reduction. 

Snow finds, since the niethods of study- 
ing these cases have become more clearly 
defined and understood, that a very large 
percentage, probably seventy-five per cent, 
of the cases of sciatica are really cases 
of sacroiliac displacements. Many patients 
will come complaining of lumbago. He 
always asks these patients if the pain is 
more marked on one side than on the other. 
If it is a sacroiliac displacement or strain, 
they will usually say that it is worse on 
one side. In these cases it will be found, 
as a rule, that they are cases of sacroiliac 
displacement.. 

The methcd of treatment that he employs 
in these cases is, in the first place, to remove 
the muscular spasm or tension of the 
affected muscles, which is the distressing 
condition that holds the subluxated part 
firmly in a position of displacement. Its 
removal is the first indication for treatment. 
It may be safely said that there is no 
method or modality—light or any other— 
that will so completely relieve the muscular 
tension present in these cases, as in all cases 
of synovitis, as the static sparks. A luxa- 
tion or displacement replaced without first 
removing the muscular tension is all but 
certain to be followed by a complete recur- 
rence of the condition. This is the reason 
that the osteopaths are not successful, ex- 
cept in the early cases. For the same reason 
the orthopedists, who are not disposed to 
use the static current, strap the patients or 
place them in a plaster jacket or support. 
When, however, the muscular ¢tension is 
relieved and the parts replaced in the acute 
cases, it requires very few treatments to 
give complete relief. 

Patients must wear the sacroiliac belt 
and avoid violent exercise or strains to 
prevent recurrences. 











The Use of Radium in the Treatment 
of Uterine Bleeding Due to 
Benign Conditions. 


In the Medical Review of Reviews for 
July, 1925, MrLver asserts that radium has 
a wide field of usefulness in patients who 
are poor surgical risks because of anemia, 
high blood-pressure, cardiac and renal dis- 
ease, tuberculosis, and other constitutional 
affections. He has frequently used it too 
in patients who clearly needed operation, 
but who were such poor risks because of 
prolonged bleeding that surgery could not 
i be considered at the time. The control of 
hemorrhage by radiation made operation 
practicable at a later date. In practically 
every instance where he has used radium 
in women under thirty-eight years of age 
it was for one of the above causes or because 
pelvic conditions were such that hysterec- 
tomy was the only alternative, and the 
patient selected the procedure of the lesser 
risk with full knowledge of what it might 
entail in the way of later discomfort. 

The ideal type of growth for treatment 
by radium is the small or moderate sized 
interstitial myoma, whether single or mul- 
tiple. Growths larger than a three or three 
and one-half months’ pregnancy give such 
uncertain results that he does not feel justi- 
fied in advising radiation unless there are 
definite contraindications to surgery. In the 
larger growths pressure symptoms are fre- 
quently present, and associated degenerative 
changes such as calcareous or cystic degen- 
eration or necrosis make the danger of 
subsequent infection rather serious. Sub- 
mucous growths, particularly of the pedun- 
culated type, should be radiated only in 
exceptional instances as the intrauterine 
manipulations incident to the treatment are 
frequently followed by long periods of fever 
and infection, and pyometra may also result. 
Pedunculated subperitoneal growths are but 
slightly affected by radium and are usually 
so amenable to myomectomy that surgery is 
the more desirable procedure. This is also 
true of large growths in women past the 
menopause. Tumors giving rise to pain are 
seldom benefited by radium. He has so fre- 
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quently seen the growths diminish in size 
or practically disappear and the pain remain 
persistent that he no longer advises its use 
in such cases. Perhaps the most important 
contraindication to the use of radium, how- 
ever, in any sort of pelvic disease is the 
existence of chronic pelvic infection. It 
should be an invariable rule that patients 
who present a history of such infection, 
whether it be of the specific or the non- 
specific type, should never be subjected to 
intrauterine radium applications. Cystic con- 
ditions of the ovary unless of the simple 
retention type also come under this ban. 
In his earlier work he had two or three 
cases in which old infections were lighted up 
after radium was used, and the stormy con- 
valescence has made him very careful since 
to eliminate any possible adnexal disease. 
The promiscuous use of radium on an in- 
definite diagnosis cannot be too strongly 
condemned; it should never be used except 
where the diagnosis is perfectly definite and 
where external conditions can be eliminated. 

Radium has a limited place in the man- 
agement of chronic endocervicitis when the 
pathology is limited to the cervix and there 
is no associated tubal disease, although re- 
cently he has found that the cautery gives 
rather prompter results and is a more con- 
venient treatment for the patient. Radia- 
tion has been advised by some authorities in 
unusually severe forms of dysmenorrhea in 
women over thirty who have not been 
relieved by other means, but his own 
preference at least in nervous patients is for 
a supravaginal amputation. The risk is 
slightly greater, but to his mind the results 
are far better. The dysmenorrhea will not 
cease unless menstruation is completely 
checked ; therefore, the child-bearing func- 
tion is lost whatever procedure is adopted, 
and as the precipitate menopause produced 
by radium may be of a very stormy charac- 
ter, hysterectomy with preservation of the 
healthy ovaries will often give the patient 
years of comfort before the symptoms of 
the natural menopause set in. 

It is obvious from the foregoing remarks 
that the contraindications to the use of 
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radium are even more important than the 
indications, and that careful selection of 
cases is the only way not only to secure the 
best results but to avoid serious complica- 
tions. It is clear, too, that surgery is fre- 
quently more conservative than radiation in 
spite of its added risk, and that in young 
women particularly when the preservation 
of function is important myomectomy should 
be the elective method in myomata, or hys- 
terectomy if the ovaries are healthy and 
myomectomy is impossible. On the other 
hand the negligible mortality and morbidity 
following the use of radium, the brief hos- 
pital stay necessary, and the rapid convales- 
cence make it an ideal form of treatment in 
any case in which it is indicated. 

Radium is never applied in any case with- 
out a preliminary curettage. This permits 
a careful bimanual examination under anes- 
thesia with the definite elimination of ad- 
nexal disease, removes any débris in the 
uterine cavity, especially polypi, which are 
peculiarly prone to slough and cause infec- 
tion after. radiation, and gives material for 
microscopic study so that malignancy may 
be eliminated and the definite pathology 
established. 





Some Physiological Effects of 
Hot-air Baths. 

In the American Journal of Physiology 
for July, 1925, C. G. Benenict, F. G. 
BeEnepict and DuBots state that the effect 
of exposure of the nude human body to a 
current of hot air having a temperature of 
approximately 80° to 85° C. (176° to 
185° F.) was studied with three men and 
two women, with the following results: 

There was a loss in body weight of from 
220 to 660 grammes per hour, this loss in 
general being larger the larger the individual. 
The length of exposure to the hot air also 
undoubtedly played some role. The normal 
loss of a nude human in room air would 
be about 40 to 50 grammes per hour. Hence 
the loss due to exposure to hot air would 
be 5 to 13 times greater. This increased 
loss is due almost exclusively to the increase 


THE THERAPEUTIC GAZETTE 





in visible perspiration. Measurements of 
the oxygen consumption show that it prob- 
ably represents only a minor increase in the 
oxidation of body tissue. 

The respiration rates were determined in 
the case of the three men. With one the 
hot air caused a marked increase in the 
respiration rate; with the other two it had 
no appreciable effect 

The pulse rate was definitely increased by 
hot air. 

Records of the mouth temperature before 
and after the sojourn in the hot-air bath 
were obtained with only one subject. In this 
case the mouth temperature tended to in- 
crease as the sojourn in the hot air con- 
tinued, reaching a value of 37.2° C. at the 
end of seventy-five minutes. 

There was a marked temperature gradient 
in the air entering and leaving the hot-air 
machine. Thus, the temperature of the air 
at the point of entrance was usually some- 
what over 80° C. and at the point of exit 
not far from 45° C. The temperature of 
the air about the legs of the subject was 
therefore very much higher than his skin 
temperature, but the temperature of the 
air around the upper part of the body was 
not much higher than that of the skin tem- 
perature itself. The study of the humidity 
of the air was unsatisfactory and the sub- 
jective impressions of the subjects had to 
be relied upon. 

The hot-air bath had no appreciable ef- 
fect upon the rectal temperatures of the 
three men, but it caused a pronounced 
increase in the vaginal temperature of the 
one rather stout woman subject with whom 
this measurement was obtained. The diurnal 
rhythm in the rectal temperature might ex- 
plain the slight increase noted in the case 
of the three men, but does not explain the 
distinct increase of one degree in 70 min- 
utes noted with the woman. The explana- 
tion in the case of the woman may perhaps 
be that the rather large protective layer of 

fat disturbed the loss of heat. 

The temperature gradient ordinarily ex- 
isting between the vaginal or rectal tem- 
perature and the skin temperature com- 

pletely disappeared as a result of the hot-air 



























bath in the case of the woman subject from 
whom vaginal temperatures were obtained. 

The skin temperature became fairly uni- 
form over the whole body as a result of the 
hot-air bath, and on the average was, one 
or more degrees higher than the skin tem- 
perature under ordinary conditions. In no 
case, however, was the skin temperature 
during the hot-air bath persistently higher 
than the normal rectal temperature, owing 
to the cooling effect of the vaporization of 
water from the skin. 

Respiration experiments with the three 
men indicated a somewhat increased oxygen 
consumption as a result of the hot-air bath, 
this increase amounting to from 5 to 10 
per cent after a sojourn of from one to one 
and a half hours in the hot air. 

The results of thes¢ hot-air experiments 
lead to the suggestion that a study of the 
metabolism and heat regulation of people 
living in the tropics would be of unusual 
physiological significance. 





Anuric Diabetic Coma. 

CLaRKE in the Lancet of July 11, 1925, 
states that it is very desirable that these 
cases should be recognized clinically. First, 
for prognosis. If a patient in diabetic coma 
shows abundant glycosuria with high blood- 
sugar and high blood-urea, absent or slight 
ketonuria, but with a trace of albumin in 
the urine, the prognosis is very grave. Up 
till a short time ago he would have said 
that it was hopeless, as his first seven 
cases all died, and this in spite of all 
kinds of treatment for the suppression of 
urine in addition to the ordinary treatment 
of diabetic coma. Recently, however, he 
has had one case which recovered. The 
only difference in the treatment of this case 
was that two pints of normal saline were 
given subcutaneously at the outset, and four 
pints more were introduced during the first 
twenty-four hours. Whether this was the 
determining factor in recovery is, of course, 
doubtful, but as it is the only case which has 
recovered, he would advise this treatment 
being carried out at once in any similar case. 
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Of course, all the other cases had saline 
administered, but the rectal route was 
usually tried first before resorting to the 
subcutaneous or intravenous method, and 
possibly valuable time was thus lost. It is 
important, therefore, both for prognosis and 
treatment, that this variety of coma should 
be recognized as soon as possible and the 
most energetic treatment given without de- 
lay. This warning is the more necessary, 
as cases of this kind often appear to be of 
less severity than the ordinary cases asso- 
ciated with marked acidosis. 

To summarize, the points common to both 
varieties of coma are: (1) Drowsiness 
going on to coma; (2) vomiting (usually) 
and constipation; (3) lowered tension of 
eyeballs; (4) raised blood-sugar; (5) 
glycosuria; (6) tendency to heart failure. 

The differences between the two types 
are: 

Ordinary Diabetic Coma with Acidosis. — 
(1) Blood: Blood-sugar moderately high; 
blood-urea about normal. (2) Urine: Good 
quantity and soon increases with treatment ; 
much acetone and diacetic acid; no albumin. 
(usually). (3) Clinical: Coma usually 
deep some time before death; air-hunger 
marked; odor of new-mown hay in breath. 
(4) Prognosis: Insulin treatment usually. 
cures. 

Diabetic Coma with Absent or Slight 
Acidosis—(1) Blood: Blood-sugar very 
high; blood-urea very high. (2) Urine: 
Usually small quantity going on to complete 
anuria; little or no acetone or diacetic acid; 
some albumin. (3) Clinical: Coma often 
not deep till just before death; air-hunger 
absent or slight; no odor of new-mown hay 
in breath. (4) Prognosis: Usually fatal 
from anuria. 

Whether this type of diabetic coma with- 
out acidosis is a distinct entity is doubtful, 
as some of the cases began with the typical 
signs of ordinary diabetic coma, and it was 
only when the acidosis had cleared up 
under treatment, without corresponding 
clinical improvement, that they showed 
themselves to be of the definite anuric type 
described above. Be that as it may, it is 
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certain that as regards symptoms, physical 
signs, course and prognosis, it is a distinct 
clinical type, and that the immediate cause 
of death is suppression of urine. 

The condition might be called diabetic 
coma of the renal type, but until further 
knowledge is gained the most suitable name 
would appear to be “anuric diabetic coma.” 
This has the advantage of emphasizing the 
outstanding symptoms of the disease and 
the one.for the relief of which all our ener- 
gies have to be directed. 





The Action of Insulin on the Blood, 
with Reference to Hypoglycemia. 


Fosnay in the American Journal of Phys- 
iology for July, 1925, states it has been 
shown that insulin causes a reduction in 
the quantity of glucose in the dog’s erythro- 
cytes disproportionate to the whole blood, 
and that it causes the same response in 
human blood. 

Moreover, it has been shown that insulin 
reactions can occur without hypoglycemia 
both in man and in the dog, and that such 
reactions in the dog begin simultaneously 
with the reduction of the corpuscular glu- 
cose. This offers a probable explanation of 
his failures to find the blood sugar low in 
the majority of the cases of insulin reac- 
tions, for he measured only the whole-blood- 
sugar. 

The train of symptoms and signs that fol- 
lows administration of large doses of in- 
sulin, and at least the early subjective and 
objective phenomena of insulin overdosage, 
are not associated with a hypoglycemia per 
se, but rather with a cytoglycopenia—a status 
of glucose impoverishment within the cell. 
This is of importance in the treatment of 
diabetes, especially when large doses of 
insulin are used. For, as he has shown, the 
whole-blood-sugar determination, which is 
commonly used as the therapeutic guide, is 
not a reliable index of an approaching in- 
sulin overdosage. This is particularly true 
of a patient in coma, when the symptoms 
are absent and the signs are obscured, for 
then another large dose of insulin, given 
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because the last whole-blood-sugar was still 
quite high, may lead to a fatal issue. 
Corpuscular sugar determinations are a 
reliable index of the physiological activity 
of insulin. They give evidence of degrees 
of action which are not obtained from 
whole-blood-sugar measurements. 





Use of Sodium Thiosulphate in 
Metallic Poisonings. 


In California and Western Medicine for 
July, 1925, RoBerts and Hosmer state that 
sodium thiosulphate is the logical drug 
of choice in the treatment of acute and 
chronic poisonings by the group of heavy 
metals. 

It materially shortens the length of dis- 
ability caused by these poisons. 

Its more general use by corporations 
where the health of employees is influenced 
by these metals should be urged. 

Moist applications of a 1- to 2-per-cent 
solution of sodium thiosulphate are bene- 
ficial in the treatment of burns and derma- 
titis caused by arsenic and mercury. 

In acute cases of poisonings by these 
metals, the original dose of sodium thio- 
sulphate should be 1 gm. intravenously 
given once, twice or three times daily, de- 
pending upon the symptoms. 

In their series of over one hundred cases 
they have had no reactions in either large 
or small doses, and the only effect they have 
seen between the large and small doses is a 
more rapid amelioration of symptoms. 





Blood Transfusion. 


In the Journal-Lancet for July, 1925, 
JOANNIDEs reminds us that various methods 
have been devised to prevent coagulation of 
the blood while this transfer is being made. 
Among the chemicals used to produce in- 
coagulability of the blood, sodium citrate 
proved to be the safest and most efficient. 
Such drugs as oxalates and hirudin have 
been tried and discarded a long time ago. 
According to some authors chemical anti- 
coagulants are not desirable since in their 














experience they more frequently cause re- 
actions. These clinicians use, therefore, 
unmodified blood and devised various 
methods for transfusing it. Thus, Kimpton 
and Brown use tubes that are coated with 
paraffin. Lindeman uses a syringe-cannula 
method by means of which the blood is 
injected into the recipient as soon as it is 
removed from the donor. Unger uses a 
three-way stop-cock for his transfusions. 
J. S. Horseley prefers to connect the artery 
of the donor to the vein of the recipient by 
means of a cannula. All these workers con- 
sider only the possibility of changes in the 
blood during the transfer, and have, hereto- 
fore, paid very little, if any, attention to 
changes in the blood stream of the recipient 
after the transfer. Whether or not these 
changes are an important factor in the pro- 
duction of post-transfusion reactions will 
be learned after more extended experimental 
studies of this phase of the subject. A 
glance at the literature will show that, re- 
gardless of which method was used, the 
percentage of reactions varies from 15 to 
40 per cent. 

Very few fatalities have been reported 
that may be attributed directly to the blood 
transfusion. In most of these cases the 
difficulty may be traced to incompatibility 
of the blood because the preliminary bio- 
logic reactions. have been improperly carried 
out. Such being the case, there is no reason 
why citrated blood should not be used for 
transfusion. Citrated blood transfusion is 
very simple in its technique. It requires 
no special operating-room precautions. It 
can be performed by only one person if 
necessary. If need be it can be performed 
in the patient’s own room. No incision is 
necessary in order to reach the patient’s 
vein. Sodium citrate disappears from the 
blood stream within a very short time after 
its injection, so that even if toxic doses are 
injected symptoms will disappear very 
promptly. In a series of experiments car- 


tied out in his laboratory it was found that 
the amount of sodium citrate used to pro- 
duce incoagulability is not sufficient for an 
average transfusion to produce toxic symp- 
The toxic symptoms 


toms in the recipient. 
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that are produced by the sodium citrate, 
per se, are entirely different from the pic- 
ture noticed in post-transfusion reactions. 

An analysis of 62 transfusions was made 
to determine the percentage of methods 
used and reactions after each transfusion. 
These transfusions were performed on 32 
patients in one hospital. Of these 59 trans- 
fusions, or 95.1 per cent, were with citrated 
blood. The other three were performed 
with the Kimpton-Brown technique. Of 
the 59 transfusions 37 per cent developed a 
rise of temperature, 6.8 per cent being a 
rise to a point less than 100° F. There 
were no chills in 84.7 per cent and no fever 
in 63 per cent of the 59 transfusions. At a 
first glance one would think the percentage 
of reactions is quite high. If one considers 
the percentages reported in the literature 
with larger series of cases, he will notice 
that these figures are not very different 
from those previously reported. There was 
no death in this series that could be directly 
attributed to the transfusion. 

The following conclusions are justifiable 
from an analysis of the cases: 

1. Compatibility tests are absolutely essen- 
tial before a transfusion is performed. 

2. Blood transfusion is a useful and fre- 
quently a life-saving measure. 

3. Citrated-blood transfusion has not been 
the cause of a fatality in this series. 

4. The percentage of post-transfusion re- 
actions is no different from that reported 
by others with a larger series of cases. 





Seasickness. 

In the Thirteenth Annual Report for 1924 
of the Medical Department of the United 
Fruit Company, DEsNoes states that in 
their experience they have secured better 
results with hyoscine hydrobromide, a close 
relative of atropine. It is given in small 
doses, frequently repeated in order to dis- 
cover the idiosyncratic patient before much 
of the drug has been taken, and to secure 
maximal sustained effect with the minimal 
amount of medication. Their routine drug 
treatment in mild cases of seasickness is 
1/400 gr. of hyoscine hydrobromide, by 
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mouth, every hour until the patient is re- 
lieved, or until the physiological effects are 
obtained. In cases with much depression, 
strychnine sulphate gr. 1/60 is added to the 
above, and for severer cases with much 
vomiting these medications are given by 
hypodermic injection. As the psychic ele- 
ment enters into nearly every case, a cen- 
trally acting hypnotic is usually necessary ; 
for this they use chloretone grs. 5 to 10 in 
capsules, repeated in eight hours if neces- 
sary. Besides inducing sleep, this remedy 
has an anesthetic action on the gastric 
mucosa. Other hypnotics that may be used, 
instead, are barbital grs. 5 to 15; or barbital 
sodium grs. 5 to 15; or luminal grs. %4 to 
1% (pheno-barbital); or trional grs. 5 to 
10; or sulphonal grs. 5 to 10. Quite re- 
cently several of their ships’ doctors have 
reported favorably on the use of allonal. 

There are cases of seasickness with in- 
tense headache, suggesting the post-lumbar 
puncture headache, with slight rigidity of 
the neck and great disinclination to move. 
There may be little or no nausea and vom- 
iting. They have been experimenting with 
pituitrin in these cases, but have not ob- 
served a sufficient number as yet to warrant 
an opinion. The rationale of this treatment 
is predicated on the assumption of a dimin- 
ished amount of cerebrospinal fluid, and 
advantage is taken of the well-known action 
of pituitrin to increase the rate of produc- 
tion of cerebrospinal fluid, through stimula- 
tion of the secretory activity of the choroid 
plexus. Other observers have used nitro- 
glycerin in the form of spirits of glonoin 
minim 1 every hour, on the assumption that 
there exists an anemia of the brain. 

There is another type of seasickness, in 
which the gastrointestinal tract is the prin- 
cipal disturbing factor. The vagotonics, the 
asthenics, the visceroptotics, and those suf- 
fering from chronic constipation and other 
low-grade, chronic intra-abdominal ailments 
are constantly nauseated, have no appetite, 
and feel weak and apathetic most of the 
time. Upon examination they usually show 
a heavily coated tongue and other evidences 
of disturbed digestive function. It is to be 
noted that in the first type of seasickness 
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discussed the tongue is usually clean, as the 
vomiting is of central origin. 

The treatment here must be directed first 
to the alimentary tract. Thorough lavage 

the stomach should be effected by making 
the \patient drink large quantities of warm 
water with bicarbonate of soda, and emesis 
is prodyced by tickling the pharynx. A final 
glass shotld contain a Seidlitz powder, 
which the patient must endeavor to retain. 
Thereafter there must be absolute rest until 
the bowels have operated well; a small 
enema may be necessary to start the bowel 
action. As the conception of the pathology 
is one of delayed waste material in the 
bowels, with reflex delay in gastric empty- 
ing, our efforts should be directed to prevent 
this condition. He recommends fluid extract 
of cascara sagrada in sufficient dosage, three 
times a day, strychnine gr. 1/60 t.i.d, anda 
diet small in bulk and easily assimilated. 
Such a diet may include milk, toast, ice 
cream, cereals, boiled eggs, stewed fruit, 
puréed vegetables, and a little chopped 
chicken or other meat. Rest in a recum- 
bent position for one hour after each meal 
is very helpful. 

The visceroptotics are benefited by a sup- 
porting belt, possibly more so at sea than 
ashore. It is chiefly the comfort given this 
class of people that has given credence to 
the advertisements of an elastic belt as a 
“seasick cure.” At sea the same result may 
be achieved by applying an adhesive plaster 
support. 

Cases of excessive vomiting are met with, 
occasionally, that tax efforts at control. 
After the usual remedies are tried—includ- 
ing a mustard plaster applied to the epigas- 
trium—morphine sulphate gr. 1/8 to 1/4 by 
hypo, combined with atropine sulphate gr. 
1/200 to 1/150, is the course of last resort. 
Provision must be made for the curious fact 
that the drug most potent in checking vom- 
iting is followed by vomiting as a common 
after-effect. After the patient awakes from 
sleep, induced by the drug, he should be 
directed not to raise his head from the bed 
for several hours. Iced brandy, champagne, 
or strong coffee may be given through a 
drinking tube, but if nausea reasserts itself 

















it is best to continue the administration of 
morphine, combined with atropine, in pro- 
gressively descending dosage, using perhaps 
every four hours one-half the previous dose. 
If neither food nor water can be retained 
in the stomach for twelve hours or so, no 
time should be lost before resorting to 
rectal alimentation. The only substances of 
food value that can be absorbed from the 
lower intestines are amino-acids, simple 
sugars, and alcohol. The old method of 
trying to maintain nutrition by introduction 
of ordinary foodstuffs per rectum has been 
shown to be inefficacious. Skimmed and 
pancreatinized milk may be used, or the 
clysma suggested by Smithies: 


Alcohol, 50 per cent, 3j (30 cc); 
Glucose, 3j (30 cc); 
Normal salt solution, q. s. 3viij (240 cc). 


Karo corn syrup is a concentrated solu- 
tion of practically pure glucose, and is easily 
obtainable. This injection should be admin- 
istered at body temperature by the drop 
method, with the patient on his back and 
the hips elevated; it should be repeated two 
or three times a day. A bulk of 10 ounces 
(300 cc) should not be exceeded. Needless 
to say, feeding by mouth should be resumed 
as soon as possible, commencing with such 
easily digestible articles as milk, bouillon, 


tea, ice cream, arrowroot crackers, and the 
like. 





Synergistic Analgesia in Labor. 

WALLBILLICH in the New Orleans Medi- 
cal and Surgical Journal for July, 1925, 
reports that many variations both in dos- 
age and mode of administration were tried 
on series of cases before his present, stand- 
ard, technique was adopted. After labor 
is definitely begun a soap-suds enema is 
given, followed by irrigations of tap-water 
until the lower bowel is thoroughly cleansed. 
When the cervix has dilated two or three 
fingers, and the pains are four or five min- 
utes apart and last thirty or forty seconds, 
a hypodermic is given intramuscularly con- 
sisting of morphine gr. 1/6 in 2 cc of 50- 
per-cent magnesium sulphate solution with 
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two and a half per cent novocaine. If the 
effect is not markedly sedative within 
twenty minutes a retention enema is given 
of quinine hydrobromide gr. 20, alcohol 
drachms 8, ether ounces 214, and enough 
olive oil to make a four-ounce solution. This 
is given in the usual manner, with the 
patient lying comfortably on her left side. 
The catheter is attached to a syringe filled 
with olive oil to exclude air, and, directed 
by the finger, is inserted into the rectum 
well beyond the fetal head and buttocks. 
The instillation is done very slowly, five or 
ten minutes being taken, and during pains 
pressure is made by a folded towel held 
firmly against the perineum to prevent ex- 
pulsion. If the instillation is given high 
and slowly the whole afhount is retained in 
a large majority of cases. Usually relief 
from pain occurs in from fifteen to forty- 
five minutes and lasts about four hours. The 
hypodermic, without the morphine, may be 
repeated two, three or even four times with 
perfect safety if it is indicated. 

Success naturally varies with the indi- 
vidual patient, but in all cases the result is 
only analgesia, no narcosis. The patient 
may sleep, but her orientation is usually 
perfect and her codperation remains good, 
though her memory is either clouded or 
obliterated. In the most successful cases 
no anesthetic is needed when the head is 
passing over the perineum, and occasionally 
no supplement is required for episiotomy 
or the repair of laceration. When ether 
is indicated, only a small amount need be 
used. The results are more successful with 
private patients than those handled in 
wards, as is natural, but gentle manipula- 
tions and quiet surroundings are essential 
in all cases. 

With each of the drugs used the margin 
of safety is ample. Over 200 patients at 
the New York Presbyterian Hospital, for 
instance, were given 4 drachms of mag- 
nesium sulphate, sixteen times more than 
the Gwathmey technique calls for, without 
ill effects. Oil-ether colonic anesthesia in 


an average dose of 5 ounces is used as a 
routine in many hospitals; the Gwathmey 
method uses but half that amount. 
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Quinine is an essential factor in the 
method, and is perfectly safe in all stages 
of labor. It is interesting to note that when 
it was withdrawn in a series of cases at 
the Lying-in Hospital at the request of one 
of the staff men, there was such a marked 
increase in the incidence of uterine inertia 
and other indications for forceps delivery 
that the experiment could not be continued. 
A dose of 20 grains gives the best results, 
and the occasional sequelz of ringing in the 
ears or temporary deafness do not last more 
than a few hours. The addition of novo- 
caine is also essential; it increases the effi- 
ciency of the other drugs, prolongs the 
effect, and does not increase the toxicity. 

It should be emphasized that magnesium 
sulphate as used in this method is an anal- 
gesic and not an anesthetic. To secure uni- 
form results, however, the solution must be 
either freshly made, as it deteriorates very 
rapidly, or else used from ampoules. 

In discussing this paper, Levy said there 
was one point which he would like to bring 
out, and that is that we are certain to have 
a number of failures; it is not entirely suc- 
cessful. He read a paper before the Or- 
leans Parish Medical Society some time 
back in which he reviewed his cases and 
found that synergistic analgesia was suc- 
cessful in about 70 per cent of cases. In 
2 per cent they had excitement. 

Another point the doctor did not bring 
out is that we should go above the head, 
or the presenting part. The idea is to carry 
the catheter well out above the presenting 
part, having the patient on the left side so 
that the solution flows into the sigmoid. 
You can readily appreciate that if the solu- 
tion is not above the head it is pushed ont 
with each pain; whereas, if you are above 
the head, the head acts as a ball valve and 
the solution cannot escape. 

As to quinine—for two reasons he de- 
sired to speak about it. At the meeting of 
the New Orleans Gynecological and Ob- 
stetrical Society some time ago objection 
was made by some of the members to the 
use of quinine and pituitrin in the induction 
of labor, saying that quinine was a proto- 
plasmic poisoning which would endanger 
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the baby: The most of the members, how- 
ever, were uniform in declaring for syner- 
gistic analgesia. If quinine is to take effect 
in synergistic analgesia, it must be absorbed 
into the mother’s circulation; it does not 
make any difference whether it is ingested 
by mouth or by rectum. In his last ten 
cases of synergistic analgesia he has left 
out quinine because it is an unknown quan- 
tity and we do not know how rapidly it is 
absorbed, and has used minute doses of 
pituitrin instead. 

Synergistic analgesia is particularly 
adapted for rural districts, because it gives 
the rural practitioner more time for his 
other duties; but the patient should not be 
left alone—it is not fool-proof. The pa- 
tient might accidentally roll out of bed, and 
furthermore a report by Willy Meyer of 
New York shows two deaths due to the 
drug going beyond analgesia to anesthesia, 
the tongue dropping back and the patient 
choking. 





Chronic Catarrhal Colitis. 


In the Glasgow Medical Journal for July, 
1925, CAMERON admits that treatment is 
not entirely satisfactory from the point of 
view of cure, except perhaps in early cases, 
yet, he asserts, under appropriate dietetic 
and medicinal measures, the patient can be 
relieved of most of the symptoms and his 
life made much more comfortable. With 
regard to diet, it is not essential to carry out 
a rigid dietetic scheme, since in the estab- 
lished condition the digestive part of the 
alimentary tube is not involved, except in- 
directly by the general toxemia. Therefore, 
if patients can take ordinary diet, he lets 
them have it. On the other hand, the prac- 
tice of giving large quantities of coarse 
food, while it may be rational in membra- 
nous colitis, is here contraindicated. It is 
important that the motions should be soft 
and smooth in order to irritate as little as 
possible the inflamed epithelium. Coarse 
vegetables, therefore, should be taken in 
limited amounts, and the skin of fruits, 
such as apples, pears, tomatoes, and grapes, 
should not be swallowed. 























To insure early and complete digestion 
of starch, carbohydrates should be taken 
as dry as possible, and in such a form that 
they are readily accessible to the ptyalin of 
the saliva. Thus, slops like bread and milk 
should be avoided. Pastry is better left out 
of the dietary. Cereals should be prepared 
with water instead of milk, so that the 
starch granules do not acquire a fatty 
envelope. Perfect digestion of starch can 
be expected in this way, and a possible 
source of flatulence avoided. Alcohol should 
be forbidden, or strictly limited, owing to 
the toxic effects that even moderate doses 
have on these cases. 

The drug which he has found to be of 
the greatest value in this condition is bis- 
muth salicylate. Whether the drug can 
exert any antiseptic action on the colon is 
problematical in view of the changes which 
it undergoes in its passage down the gut; 
but there is no doubt that it forms a pro- 
tective coat over the inflamed and irritated 
surface of the colon. This coating can be 
seen by the sigmoidoscope to be quite firmly 
adherent to the bowel wall even after the 
administration of an enema. Further x-ray 
photographs show that the salt is widely 
spread throughout the bowel when a pa- 
tient is taking even moderate doses by the 
mouth. To lubricate the feces and still 
further to protect the raw surface, he gives 
liquid paraffin. Charcoal is of value, as it 
assists in diminishing toxemia and flatu- 
lence owing to its adsorbent properties. It 
is important to see that the charcoal is quite 
free from grit, and in as fine a state of 
subdivision as possible. This can be as- 


sured by the employment of levigated wood 


charcoal. He has not found any of the 
other so-called intestinal antiseptics, such 
as dimol, to be of any great value, nor has 
lavage of the bowel proved efficacious in 
many cases. Vaccines have not proved use- 
ful, but this is not surprising, as the causa- 
tive agent of the disease is unknown. 

It is not claimed that the treatment out- 
lined above will cure established cases of 
the disease, but there is no question that 
it results in marked improvement of the 
local and general condition of these pa- 


PROGRESS IN THERAPEUTICS 






809 





tients. There is a distinct difference in 
their mental outlook. Their abdominal dis- 
comfort, general weakness, depression, and 
impaired efficiency disappear, and are re- 
placed by a feeling of comfort and well- 
being which is in marked contrast to their 
former state. 





Bismuth in the Treatment 
of Syphilis. 

In the Medical Journal and Record of 
July 15, 1925, MUELLERSCHOEN states that 
having followed with great interest the re- 
ports of various investigators published in 
foreign literature on the use of bismuth in 
the treatment of syphilis, it was decided to 
conduct a series of experiments in the Jef- 
ferson College clinic. The experiments 
began in September, 1923. The bismuth 
preparation selected for the purpose was 
an oleate of bismuth in a fine oily suspen- 
sion, known as oleobi. Approximately eight 
hundred injections have been given to 
fifty-two patients. Out of this number they 
have been able to obtain complete records 
in twenty-seven cases. These patients have 
for the most part received neither mercury 
nor iodides, nor any of the arsenicals, in 
order to make the test of the value of bis- 
muth as conclusive as possible. 

In these twenty-seven cases the diagnosis 
had shown twenty-one secondaries (78 per 
cent) and six latents (22 per cent). Twelve 
injections were given for a course, at 
periods one week apart; one ampoule of 2 
ce containing 0.10 gm. bismuth was used 
for each dose. 

Serological tests at conclusion of the 
treatments showed negative Wassermann in 
fifteen (71 per cent) of the twenty-one 
secondary cases and in four (66 per cent) 
of the six latent cases. In the whole twenty- 
seven cases in which the treatment was 
completed there was thus obtained a nega- 
tive Wassermann in nineteen cases (70 per 
cent). 

A few patients complained of gastric dis- 
turbances which seemed to pass away with- 
in twenty-four hours. In three cases there 
were severe local reactions, which almost 
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went on to suppuration. The gluteal muscle 
around the site of injection was swollen 
twice its normal size, the inflammation ex- 
tending up over the anterior superior spine 
of the ilium and down under the gluteal 
fold. The effect of this form of bismuth 
on secondary eruptions was that they did 
not clear up rapidly and in several cases 
persisted for four or five weeks. 


In regard to the effect of bismuth on 


local lesions, it was noticed that in the 
primary initial sore the first two or three 
injections had very little effect on the size 
of the chancre. They therefore doubled 
their dose, and each patient thereafter re- 
ceived 4 cc of the oleate of bismuth, which 
‘was equivalent to 32 per cent of bismuth. 
There was no noticeably disagreeable effect 
from the increased dose, but they did notice 
that the skin lesions, both primary and sec- 
ondary, disappeared more rapidly. The 
effect of the injections given in the gluteal 
region was the same as when they used the 
2 cc or single dose. At times there was a 
slight. hyperemia around the area of the 
injection, and at times a small indurated 
mass could be felt which persisted for four 
or five days. They were never compelled 
to miss giving a treatment on account of 
local reaction. 

The heat-test examination failed to re- 
veal albuminuria. 

Summing up their observations, it may 
be said that patients treated with bismuth 
did not respond as rapidly as those which 
were treated with the arsenicals. This re- 
sult, however, was quite in line with their 
expectations, for there is nothing in the 
history of the use of bismuth in the treat- 
ment of syphilis which would lead one to 
expect that it can displace the arsenicals. 
Painful swellings were at times produced 
in the gluteal region, but did not persist 
long enough to cause any interruption of 
treatments. The clinical results obtained in 
these twenty-seven cases with oleobi show 
that bismuth can be a useful adjunct in our 
attack on syphilis, especially where the 
patient is unable to withstand the adminis- 
tration of salvarsan or neosalvarsan. In 
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order to avoid inflammation of the mucous 
membrane, careful mouth hygiene is recom- 
mended. It is best to suit the dose to indi- 
vidual conditions, in separate doses of 0.10 
gm. of bismuth. 





A Study of Insulin Action. 

Mason and MatTTHew in the Journal of 
Laboratory and Clinical Medicine for July, 
1925, state that insulin produces blood- 
sugar lowering after the following proce- 
dures: (a) The destruction of the central 
nervous system; (b) the administration of 
atropine in doses sufficiently great to para- 
lyze the parasympathetic endings; and (c) 
the administration of nicotine and lobeline 
in doses which stimulate and paralyze the 
sympathetic ganglia. 

One animal of their series, which was 
pithed brain and cord and which also re- 
ceived atropine and nicotine, showed a 
marked increase in blood sugar following 
the administration of excessive doses of 
insulin. 

Small doses of nicotine which stimulate 
the sympathetic system do not counteract 
the blood-sugar lowering produced by in- 
sulin. 

Insulin apparently acts independently of 
the central nervous system, the sympathetic 
nervous system, and the parasympathetic 
nervous system. ° 





Inulin and Artichokes in the Treatment 
of Diabetes. 

In the Archives of Internal Medicine for 
July, 1925, Root and Baker state that 
clinically the use of Jerusalem artichokes 
proved beneficial to a group of diabetic pa- 
tients who used them for average periods of 
six months. In the amounts given they were 
added to the diet without increasing glyco- 
suria or producing it where previously 
absent, and when substituted for other 
carbohydrates in the diet, in certain in- 
stances, they rendered the urine sugar-free. 
During the periods of these tests, patients 
were able to increase the other components 














of the diet and to gain weight with only a 
slight addition to their inulin dosage. 

Experimentally, the advantages of arti- 
chokes seemed to depend on the gradual 
liberation and slow absorption of levulose, 
although a small amount of glucose also was 
present. Baked artichokes raised the respira- 
tory quotient in all cases, including cases 
with acidosis. 

The increase in the respiratory quotient 
tended to occur later and to be more pro- 
longed than with levulose. 

The increase in blood sugar produced by 
artichokes was definite but less than that 
produced by an equivalent amount of car- 
bohydrate in the form of levulose. 

Experiments conducted in order to make 
comparison with inulin derived from dahlia 
tubers showed that inulin did not cause a 
significant rise in blood-sugar percentage, 
but that it had a slight though definite effect 
on the respiratory quotient and metabolism. 

Increases in the lipoids of the plasma re- 
sulted when artichokes and inulin, as well as 
levulose, were given patients. The greatest 
increases occurred’ in the more severe dia- 
betic subjects when levulose was given. In 
subjects receiving both levulose and arti- 
chokes on different occasions, the latter pro- 
voked the lesser degree of lipoidemia. 





The Vital Capacity in Artificial 
Pneumothorax. 

In the Archives of Internal Medicine for 
July, 1925, BeENpove claims that the vital 
capacity modifications during the course of 
artificial pneumothorax treatment are very 
characteristic, and careful periodic spiro- 
metry can therefore afford a great deal of 
information about the respiratory recupera- 
tion of the lungs and how to regulate the 
insufflatory amounts, and can be used as an 
additional criterion in prognosticating the 
success or failure of the therapy. 

There is no quantitative correspondence 
between the amount of air introduced into 
the pleural cavity and the reduction of the 
vital capacity, but the same quantity of air 
at various inflations brings about different 
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results depending on the status of the other 
factors modifying the vital capacity in 
pneumothorax, the most important ef which 
are: 

(a) The residual air of the collapsed lung 
which, owing to the increased expiratory 
intrapleural pressure created in the treated 
hemithorax, is expelled with each deep ex- 
piration and thus made to participate in the 
vital capacity. 

(b) The newly established intrapleural 
pressures which antagonize each other as 
far as the vital capacity is concerned: a 
high inspiratory pressure entails a diminu- 
tion in the complemental air, thus reducing 
the vital capacity, whereas a high expiratory 
pressure augments the supplemental air, 
which means an increase in the vital 
capacity. 

(c) The extent of the pathologic involve- 
ment and the functional ability of the 
treated lung which depends on the elastic 
quality of the tissue; the greater the injury 
to the expansibility of its elastic tissue, the 
greater and more permanent is the decrease 
in the vital capacity. 

(d) The mediastinum which, if rigid, has 
little effect on the vital capacity, but if 
labile, encroaches on the contralateral lung 
when a high intrapleural pressure exists and 
causes a diminution in the vital capacity. 

(e) The heart, when weakend by the con- 
tinuous tuberculous toxemia, may fail to 
meet the demand for additional work in 
propelling the same amount of blood against 
an increased resistance in the pulmonary 
circulation ; venous stasis and turgescente of 
the lung blood-vessels follow, leading to a 
diminution in the vital capacity. The de- 
mand on the reserve power of the heart 
stands in direct relation with the degree of 
deflation of the lung. 

Patients with a low capacity who are 
treated with pneumothorax have much less 
dyspnea than other tuberculous patients 
having the same low vital capacity, this being 
due to the residual air of the treated lung 
which is also breathed out and renewed with 
each increased respiratory movement, ren- 
dering the “ventilation volume” of each 
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alveolus much more effective. If, however, 
the air introduced into the pleural cavity 
curtails more than one-fifth of the vital 
capacity of the patient, dyspnea ensues. 

There are three distinct phases in the vital 
capacity during the course of the treatment : 
a gradual decrease, a stationary period, and 
slowly progressive increase. If the initial 
decrease is sudden and marked, in spite of 
the small amount of air injected at each 
insufflation, the prognosis is not very favor- 
able. A stationary vital capacity, even at a 
low level, is much better than high vital 
capacity showing marked fluctuations, which 
always signifies a labile lesion. The earlier 
the starting point of increase in the spiro- 
metric readings is noticed and the higher the 
level of the vital capacity at which it starts, 
the better is the prognosis for a complete 
respiratory recuperation. 

The difference between the preinsufflatory 
and the postinsufflatory vital capacity cor- 
responds to the amount of air introduced 
into the pleural cavity only at the com- 
mencement of the treatment, but as we 
advance in the course of the treatment 
and the expansibility of the uninvolved 
portion of the lung begins to assert 
itself, the difference becomes smaller and 
may amount to less than one-fourth of 
the quantity of air introduced, provided the 
inspiratory intrapleural pressure is left 
negative, allowing the functioning portion 
to dilate to its full capacity. 

No larger amount than one-sixth of the 
vital capacity of the patient should be ad- 
ministered at the initiation of the pneumo- 
thorax. The amounts of the subsequent 
inflations should also be commensurate in 
the same way with the vital capacity, but in 
accordance with differences in the prein- 
sufflatory and postinsufflatory spirometric 
readings, whicH are constantly changing 
throughout the course of the treatment. 

Those who have a high vital capacity 
before the initiation of the treatment, as 
well as patients with anatomic lesions of the 
first or second stage, and particularly young 
people, show a much better respiratory re- 
cuperation of the lung than other patients 
do, and, if properly managed and no com- 
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plications set in, may attain their full physi- 
ologic vital capacity. 

The long series of spirometric modifica- 
tions as well as the complete recuperation 
of the respiratory capacity of the lung is 
observed only in cases treated with expansile 
pneumothorax, but in compression pneumo- 
thorax, in which the respiratory function of 
the treated lung is reduced to its minimum, 
the vital capacity diminution is very marked, 
and may remain permanently at its low level 
if fibrosis and atelectasis preponderate in 
the compressed lung, which is unable to re- 
expand. A small localized pneumothorax, 
because of strong pleural adhesions, has 
hardly any effect on the vital capacity. 

Fluid should be aspirated as soon as 
possible from the pleural cavity to avoid per- 
manent reduction of the respiratory capacity, 
should be partially replaced by air, and the 
patient made to blow the spirometer a few 
times daily. This effects a gradual re- 
expansion of the atelectatic lung and a 
progressively increasing vital capacity. No 
untoward results have been noticed in any 
of the patients from frequent blowing of 
the spirometer. 





Disinfestation of Rooms by For- 
malin Vapor. 


In the Journal of the Royal Army Med- 
ical Corps for July, 1925, REyNo tps states 
that the formula used was chloride of lime 
(twenty per cent quicklime, eighty per cent 
bleaching powder) and formalin equal 
parts. 

Forty per cent formaldehyde (CH,O) is 
placed in an ordinary galvanized iron pail, 
and chloride of lime Ca(OCl1)Cl, wrapped 
in thin paper and afterwards pierced, is 
quickly added. Violent chemical action 
takes place immediately, and about eighty 
per cent of the formaldehyde is vaporized 
by the heat generated in the primary re- 
action. 


Tests were carried out in seven rooms, a 
full account of which is given in his paper. 

This method of disinfestation offers a re- 
liable and safe substitute for the use of 
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hydrocyanic acid gas, if carried out in such 
a way as to give all assistance possible to 
the penetrating power of the gas. 

The points to be borne in mind with re- 
gard to this are that the gas acts most 
effectively at a temperature of 70° F., and 
when the moisture in the atmosphere 
reaches 70 per cent. At the same time it 
must be remembered that the density of the 
gas as compared with air is as 15 is to 
14.9, and therefore it does not diffuse 
readily. 

It was for these reasons that the atmo- 
sphere of the rooms was moistened and the 
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temperature raised as much as_ possible, 
while the disinfecting solution was placed 
in as high a situation as could be done. 

A minimum of formaldehyde two pints 
and chloride of lime two pounds is required 
for every 1000 cubic feet, and the room 
should remain closed for at least twenty- 
four hours (when this strength is used a 
gas-mask should be worn by the operator 
when opening the room). 

If two pints or less of formaldehyde only 
are required it should be placed in two 
buckets, but when larger quantities are used 
two pints may be placed in each bucket. 





Surgical and Genito 


Treatment of Hemorrhoids by Radium 
Implantation. 


MontaGuE (American Journal of Sur- 
gery, July, 1925) notes that it seems rea- 
sonable to assume that any method produc- 
ing fibrosis without the injection of chemical 
substances into the cellular tissue will find a 
field of utility. Radium emanation sug- 
gested itself as being the logical substance 
for use in this connection. In mild doses 
radium emanation is mildly irritant; if its 
application be prolonged for a_ definite 
length of time it is capable of inducing a 
localized fibrosis. 

In attempting to apply this to the problem 
in hand, radium emanation seeds were 
chosen in preference to radium in a tubular 
or plaque form. The advantage of the for- 
mer consists in the fact that the irritant 
action of the radium emanation may more 
definitely and efficiently be directed to the 
spot where its action is desired. 

The technique is simplicity itself and con- 
sists in implanting through a proctoscope 
four to six seeds of a known strength along 
the base of the hemorrhoid. The strength 
used in all of these cases was one-fourth 
millicurie radium emanation seeds. After 
the implantation the occurrence of fibrosis 
is awaited, and in the meantime the patient 
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is kept upon a non-constipating diet and 
mineral oil is liberally administered. 

In all, 22 cases were thus treated at the 
rectal clinic, University and Bellevue Hos- 
pital Medical College. The effects noted 
were the appearance of definite fibrosis in 
five to nine days following implantation, 
the cessation of bleeding, and the ameliora- 
tion of subjective symptoms. Upon palpa- 
tion areas of fibrosis very definitely could 
be determined. The hemorrhoid had de- 
creased in size. After two weeks had elapsed 
this fibrosis appeared to have progressed 
even more and the hemorrhoid had become 
a fairly hard nodule. After three weeks 
the height of fibrosis seemed to have been 
reached, and the condition remained about 
the same from thence to the sixth week, at 
which time the nodule and the hemorrhoid 
had disappeared. In 18 of the 22 cases of 
this series the above-described process of 
gradual fibrosis and shrinkage of the hemor- 
rhoid occurred. In four cases slight pro- 
lapse took place within forty-eight hours, 
but upon replacement the case progressed 
to eventual success. In no case was there 
rectal pain after implantation. Bleeding did 
not occur after the first day. 

Of the untoward effects noted there were 
these: In one case, four days after implan- 
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tation, the patient complained of a prickling 
sensation referred to the region of the sa- 
crum; in two other cases the patient com- 
plained of slight sacral backache which, 
however, passed off within another day. In 
none of these three cases were the effects 
noted sufficient to deter the patients from 
the performance of their daily duties. The 
nodules formed by the sclerosis of the 
hemorrhoids persist for six to eight weeks 
after the implantation and are quite evident 
upon proctoscopic examination. They are, 
however, definitely fibrotic and do not bleed 
nor give rise to pain or protrusion. 

The advantages of this method are plain: 
No anesthesia is required, not even local 
anesthesia, and no absorption of any kind 
whatever follows the implantation of ra- 


dium seeds. Bleeding is stopped within ° 


a few hours, and in the course of two to 
three weeks complete fibrosis has occurred. 
There is no pain attendant upon this pro- 
cedure either at the time of implantation 
or subsequently. The successful treatment 
of hemorrhoids by this method requires only 
two things: (1) proper selection of the 
cases, and (2) careful implantation of the 
radium seeds. For emphasis it is repeated 
that the cases selected were of simple inter- 
nal hemorrhoids, and the use of this method 
is recommended only in that type of case 
pending further investigations. For com- 
plicated cases hemorrhoidectomy is sug- 
gested as a method of choice. 





Aids in Predicting the Degree of Post- 
operative Thyroid Reaction. 


S1sE (Surgery, Gynecology and Obstet- 
rics, July, 1925) observes that postoperative 
reaction varies greatly in type and extent, 
but always carries the threat of death. The 
anesthetic used was nitrous oxide-oxygen 
preceded by a narcotic; total dose 14 grain 
of morphine and 1/100 grain of scopola- 
mine. 

There is a detailed study of the anesthesia 
charts with the graphs which show that in 
the great majority of toxic thyroid patients, 
under nitrous oxide-oxygen anesthesia, with 
the technique used in this clinic, a post- 
operative reaction is indicated, roughly pro- 
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portionate to the increase above normal in 
pulse rate, pulse pressure, systolic blood- 
pressure, and respiration. 

In a small group of patients the disease 
has apparently progressed beyond the con- 
dition in which this is true. With them the 
postoperative reaction and especially the 
postoperative mortality is roughly in inverse 
proportion to the increase in the pulse rate, 
pulse pressure, systolic blood-pressure and 
respiration. 

This small group is asthenic and apathetic 
and their operative mortality is high. 

A much more accurate forecast of the 
postoperative reaction of toxic thyroid pa- 
tients can be made by taking into account 
both the preoperative condition of the 
patient and the course of the anesthesia 
than can be obtained from either of these 
procedures alone. 





Postoperative Massive Collapse of 


the Lung. 


Ha.rerin (Surgery, Gynecology and Ob- 
stetrics, July, 1925) describes this compli- 
cation following operations, particularly 
those of the abdomen, occurring at times in 
a few hours, at the latest in seven days, and 
of insidious onset. There is a moderate rise 
of temperature, a slight pulse hurry, and 
some increase in the number of respirations. 
Dyspnea is as a rule not marked, there is 
very little cough, little expectoration, muco- 
purulent in character and brought up with 
great difficulty, or there may be none. The 
cardiac impulse is displaced toward the 
affected side, laterally and upward. There 
is an immobile chest on that side and the 
high level of the diaphragm may be demon- 
strated by percussion; its immobility and 
displacement are seen by means of the +-ray. 
The breath sounds, if heard, are tubular or 
amphoric in character, with bronchophony 
or pectoriloquy well marked. 

The pulmonary signs present a consider- 
able resemblance to those of consolidation; 
if anything they are rather more marked, 
especially in regard to the tubular or am- 
phoric character of the breath sounds ; these 
signs are, however, accompanied by re- 




















































traction and immobility of the chest wall 
together with displacement of the heart and 
of the dome of the diaphragm, thus sharply 
differentiating cases of massive collapse 
from other pulmonary and pleural lesions. 

A number of observers believe that bron- 
chial obstruction is the essential factor, plugs 
of mucus producing a valve-like action, 
allowing the air from the lung to be expelled 
but blocking inspiration. 

Prognosis of this condition is good. The 
lung becomes completely reinflated in about 
ten days. Occasionally reinflation is delayed 
for three or four weeks, or it may take 
place in a surprisingly short time. 





Diathermy in the Treatment of Gono- 
coccal Infection of the Cervix. 


An excellent article on this subject is con- 
tributed by LavaKe (Surgery, Gynecology 
and Obstetrics, July, 1925), from which he 
concludes that diathermy, with the metal 
electrode in the cervix, is not a gonococcide 
to organisms in the deep tissues, when an 
amperage is used which can be borne by 
the patient from the standpoint of pain, and 
which will not cause damage to the tissues. 

Diathermy of from thirty to forty min- 
, utes’ duration, with the Corbus electrode 
registering 45° C. or 113° F., produced a 
copious cervical discharge which gave evi- 
dence, from smears, of having washed out 
the cervical canal, thus preparing the cervix 
for medication. 

An electrode long enough to enter the 
internal os should not be used in the cervix, 
because of the possibility of extending the 
infection. 

The fact that diathermy sometimes pro- 
duces colic-like pains resembling menstrual 
cramps or threatened abortion, and that it 
frequently produces irregularities in men- 
struation, suggests that it might be a dan- 
gerous treatment in pregnant women. Dia- 
thermy seemed to give better results than 
the method of treatment regularly followed, 
which consisted of the cleansing of the cer- 
vix with peroxide of hydrogen and sodium 
carbonate and the application of argyrol 25 
per cent, mercurochrome 5 per cent, or sil- 
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ver nitrate 10 per cent, according to the 
chronicity of the condition. The reports 
bring out the necessity of obtaining negative 
smears before pronouncing a case cured by 
any type of treatment. During the time 
noted in the reports no cures were effected 
by the treatment of cleansing and the appli- 
cation of local antiseptics. 





The Use of Pooled Arsphenaminized 
Serum in the Treatment of Paresis. 


Martuens (Urologic and Cutaneous Re- 
view, July, 1925) reports on 58 cases of 
paresis placed on intensive treatment in 
February, 1920. At the end of the fifth 
year 43 per cent of the group were living. 
Twenty per cent were out-patients continu- 
ing to follow their usual pursuits. In the 
three years previous to the opening of the 
clinic for the study and treatment of these 
cases the average survival of the patient suf- 
fering from paresis was 1014 months. 
Under treatment their lives have been pro- 
longed above any previous record of the 
hospital. Six patients died the first year, 
ten the second, twelve the third, one the 
fourth, and four the fifth. 

The method of treatment that has given 
the best results is the intraspinal one com- 
bined with the intravenous. Neoarsphena- 
mine is given intravenously, and on the fol- 
lowing day there is administered an intra- 
spinal injection of a fortified arsphenamin- 
ized pooled serum. Formerly intraspinal 
treatments were discontinued after a series 
of ten, and only one series was given in the 
period of a year. This rule has been abol- 
ished and no limit is established, except as 
the condition of the patient indicates. 

One-half hour after the patient has been 
given an intravenous injection of arsphena- 
mine, 45 to 60 cc of blood is drawn from a 
vein in the forearm into dry sterile 12-cc 
centrifuge tubes. These are placed in an 
ice-box for several hours, after which time 
they are centrifuged for ten minutes. The 
serum is poured off into other sterile centri- 
fuge tubes and again centrifuged for the 
second time or oftener if necessary, until 
all the red cells are excluded. Serums from 
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twenty to twenty-five patients who have 
received intensive intravenous treatment are 
poured into a common beaker and thorough- 
ly mixed. Thus we have a pooled arsphena- 
minized serum. Ten cc of this serum is 
placed in sterile serologic tubes, closed with 
an inverted sterile no-hole anticolic nipple, 
and placed in a water-bath at 56° C. for 
one-half hour for inactivation. 

After the completion of a combined in- 
traspinal and intravenous course of treat- 
ment, mercury rubs, or bichloride of 
mercury intravenously and potassium iodide 
by mouth, are given one month. After a 
two months’ rest interval an intravenous 
course of six neoarsphenamines is given. 
This is followed by a few intraspinal treat- 
ments as the condition of the patient indi- 
cates. Following the intravenous with a 
few intraspinal treatments has held the 
improvement which was obtained after the 
series of spinals. This is an important fac- 
tor in the treatment. A rest period must 


always be given in these cases. 
Practical experience has shown that treat- 
ment with pooled serum is far superior to 


that with the autogenous serum. This fact 
has only one explanation. The power of 
the arsenical cannot be enlarged chemically. 
The increased effect must therefore be at- 
tributed to the pooled serum. 





Prevention of Diabetic Gangrene. 


Bearp (Minnesota Medicine, July, 1925) 
quotes Joslin to the effect that about 20 per 
cent of all diabetic patients over seventy 
develop gangrene. Beard finds in his dia- 
betic patients that one out of every six be- 
low the age of fifty-seven has had gangrene 
in some form, involving the lower extremity 
with one execption. There are usually 
preceding symptoms indicating a failing 
circulation, such as attacks of intermittent 
claudication, burning of the feet and ex- 
tremities. The direct cause is usually some 
form of trauma either thermal or mechan- 
ical, such as an abrasion, a scratch, or a 
burn. It is often that incident to the par- 
ing of corns or calluses with a dirty knife. 
Joslin’s rules for the treatment of the feet 
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in diabetes are worthy of note. They are 
as follows: Wash the feet daily with soap 
and water. Dry them thoroughly, especially 
between the toes. When the feet are thor- 
oughly dry, rub them well with hydrous 
lanolin, as often as is necessary to keep the 
skin soft, supple, and free from scales and 
dryness. If the nails are brittle and dry, 
soften them by soaking them in warm water 
a half-hour each night and apply lanolin 
generously under and about the nails. Then 
bandage the feet loosely. The nails should 
be cleaned with orangewood sticks. Cut the 
nails straight across, and avoid injury to 
the toes. Wear shoes which do not bind or 
rub. Wear new shoes one-half hour only 
on the first day, and increase one hour daily. 

Treatment of Abrasions.—lIn the diabetic 
insignificant injuries may result very seri- 
ously, therefore proper first-aid treatment 
of any abrasion is of the utmost importance. 
Thorough cleanliness with soap and water 
is necessary. Strong, irritating antiseptics 
such as sulphonaphthol and iodine are to be 
avoided. The lesion should be covered with 
lanolin on sterile gauze under a slight 
bandage. Sterile gauze in small packages 
can be purchased at drug stores. Avoid 
using the foot as much as possible until the 
wound is healed. The patient must consult 
a doctor for any infection. 

Treatment of Corns and Callosities— 
Wear shoes which cause no pressure. Soak 
the affected foot in warm, soapy water. Dry 
and rub off or file off any dead skin. Then 
paint the corn with the following mixture: 
Salicylic acid, 1 drachm; collodion, 1 ounce. 
Repeat the procedure for four nights ; then, 
after soaking the foot in warm water, the 
corn will come off easily. Do not cut corns 
or callosities. Wear a pad to distribute 
pressure, if necessary. 

Circulatory Aids.—Prescribed exercise. 
Avoid sudden changes in temperature. If 
the feet are subject to chilblains, wash them 
daily in warm water, dry them carefully, 
and powder them lightly with borated tal- 
cum powder. Wear woolen stockings and 
avoid extremes of temperature. Massage 
with lanolin. Buerger’s gravity-hyperemia 
method for bed-patients. 
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Conditions Requiring Attention in Dia- 
betic Feet—Cold feet. Dry, scaling, airo- 
phic skin. Thick, dry, brittle nails. Corns 
and callosities. Cramps. Stiff or limited 
joints. Discoloration with red or bluish 
areas. Clammy, moist skin. 

Beard concludes his article with the state- 
ment that gangrene would seldom occur if 
the patient would take as good care of his 
feet as he does of his face. Prophylactic 
care should be taught, especially to those 
over fifty years old. Death from gangrene 
to-day is usually due to the inability of the 
physician and patient to make a definite 
decision in time for the surgeon to operate 
under favorable conditions. 





The Four-point Method of Local Anes- 
thesia for Hemorrhoidectomy. 


WitiiaMs (United States Naval Medi- 
cal Bulletin, July, 1925) reports that a 
complete and thorough operation for 
hemorrhoids can be performed under local 
anesthesia, quickly and with ease to the 
operator, and with no, or very slight, pain 
to the patient. Under this local anesthesia 
complete sphincteric relaxation may be ob- 
tained. 

The patient is prepared as for a general 
anesthetic and put in the lithotomy position. 
The bowels should have been cleaned out; 
by a cathartic the day before and a good 
soap enema the morning of the operation. 
The anal regions should be shaved. Novo- 
caine solution, 0.5 per cent with 4 drops of 
1:1000 adrenalin chloride solution to the 
ounce is used as the anesthetic. Circumin- 
jection of the anus is the end desired, and 
it may be obtained as follows: Four points 
of entrance are marked out around the anus 
about one inch from the anal orifice. One 
is located in the median raphe, anteriorly ; 
one in the median raphe, posteriorly; and 
one on each side. Intradermal wheals with 
a small hypodermic needle may be made at 
the points selected ; this allows painless in- 
jection with the larger needle; it, however, 
is not necessary. From these points the 
solution is injected. The needle should be 
slender, sharp, and about 10 centimeters 
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long. It should first be introduced at one 
of the lateral points parallel to the wall of 
the rectum and should penetrate the sphine- 
ter and the levator ani. The needle is then 
partly withdrawn and passed obliquely in 
an anterior and posterior direction to its 
full length. Care must be taken to avoid 
injury to the urethra. At least 5 centi- 
meters of the 0.5-per-cent solution is in- 
jected with each insertion of the needle. 
The same method is followed at the three 
other points. Sixty centimeters of the solu- 
tion should be used, and more if necessary. 
In fat persons more is required. The posi- 
tion of the needle may be controlled by a 
finger in the rectum. This is advisable 
until the operator becomes familiar with 
the technique. The sphincter begins to re- 
lax with the first injection, and by the time 
the four points are completed dilatation to 
the extent desired is easy and painless. 

After anesthesia is produced and the 
sphincter dilated, any type of hemorrhoid- 
ectomy can be performed. 

Convalescence is considerably shortened. 
The patient is out of bed by the third day, 
often the second. He is allowed liquid diet 
the day of the operation, a light diet the 
second day. There is considerably less local 
reaction due to the lack of congestion inci- 
dent to the straining induced by a general 
anesthetic. If the anesthetic be properly 
introduced, no ill effects may be expected. 





Tuberculosis of the Seminal Tract. 


Harris (United States Naval Medical 
Bulletin, July, 1925) expresses the belief 
that most authorities regard the primary 
focus of seminal tuberculosis as demon- 
strable in the epididymis. The seminal 
vesicles and prostate are involved second- 
arily. Less constantly the bladder and 
testicles are attacked, the vas deferens be- 
coming involved sooner or later. 

It is characteristic of the disease that the 
opposite epididymis is involved in over one- 
half the cases in one or two years following 
infection of the first side. Thus it was 
early realized that, in order to prevent 
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bilateral involvement and further extension 
of the disease, epididymectomy should be 
performed with partial vasectomy where 
indicated. Careful observations made by 
the foremost investigators of this disease 
have proved conclusively that early epi- 
didymectomy tends to render quiescent 
active foci present in the seminal vesicles, 
prostate, and other structures of the seminal 
tract, and a clinical cure is established in 
the greater percentage of cases. 

Quoting statistics compiled at Massachu- 
setts General Hospital, 154 cases of tuber- 
culosis of the epididymis showed other 
organs than those of the genito-urinary 
tract involved in 55.8 per cent. The lung 
was the organ most frequently involved— 
22.7 per cent of the cases. 

It is generally accepted to-day that early 
conservative surgery is the most beneficial 
treatment available for these patients. Har- 
ris reports on five cases. A brief survey of 
the cases shows as the most outstanding 
features : associated tuberculosis of the lungs 
and kidneys; swelling and induration of the 
epididymis and vas, either unilateral or 
bilateral ; prostatic involvement ; tuberculous 
ulcers of the bladder; scrotal sinus; and 
involvement of the testicles. There was 
history of previous trauma in one case. In 
two cases orchidectomy had been performed 
but had failed to check the progress of the 
disease, which was too far advanced when 
the patients were admitted to be benefited 
by operation. 

Pain in tuberculous infections is not a 
constant symptom and is frequently inter- 
mittent and mild. The disease is most 
frequent in young males, but has been 
observed in infants and the aged. 

The key-note to successful treatment of 
this disease is early diagnosis and conserva- 
tive surgery combined with tuberculin and 
general hygiene care. Epididymovasectomy 
should be performed not under ether but 
under local novocaine anesthesia or gas- 
oxygen. Reports from the Massachusetts 
General Hospital where such anesthesia is 
used are very satisfactory and operative 
mortality and postoperative complications 
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have been greatly reduced. The operation 
recommended is the resection of the epi- 
didymis and accessible portion of the vas 
together with the tunica vaginalis and other 
tuberculous tissues of the scrotum. The 
testicle may be freely explored and the 
diseased portions curetted or removed with 
the knife. One eminent authority advocates 
a radical operation with the removal of the 
entire seminal tract when the existence of 
a tuberculous focus is established. This 
procedure is not considered practicable, 
however, because of the inaccessibility of 
the seminal vesicles, which are exposed only 
with the aid of specially constructed guides 
and retractors and a carefully developed 
technique too difficult for the average op- 
erator. The results obtained by the treat- 


ment outlined above, especially in the earlier 
cases, have proved as satisfactory as the 
results following radical operation. 





Prophylaxis of Venereal Diseases in 
the Navy. 


PHELps (United States Naval Medical 
Bulletin, July, 1925) from a study of the 
monthly reports of venereal diseases re- 
ceived from ships and stations in recent 
months feels that some of the organizations 
are failing to secure the results which might 
reasonably be expected from the efficient 
administration of chemical prophylaxis. 
Reports show that but few men avail them- 
selves of prophylactic treatment. The pre- 
ventive value of chemical disinfection for 
males when applied in a reasonable time 
after exposure has been established. The 
policy of the Medical Department of the 
Navy is to require the application of medi- 
cal prophylaxis, and in an efficient manner, 
as promptly after exposure as circum- 
stances permit. It is noted that the results 
of self-administered treatment will hardly 
compare favorably with the effects of care- 
fully supervised treatment, and an apprecia- 
tion is shown of the difficulty of adminis- 
tering prophylaxis to a large number of 
men returning from liberty. Reports from 
the Asiatic fleet indicate that by and large 
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the only way to make the prophylaxis treat- 
ment effective is to require the men to 
admit exposure and take treatment or be 
punished for disobedience of orders. 

It is suggested that falsification of the 
report may be avoided by requiring each 
man to sign the register for the necessary 
data of time and place of exposure, and to 
have a separate sheet for each day, that 
sheet being turned in at the end of the day. 
It is recognized that the tube has an impor- 
tant place in the scheme of prophylaxis, and 
many men procure these tubes and use them 
even though the prophylaxis is repeated on 
return to the ship. Other men throw the 
tubes away or sell them. 

At present one might conclude from an 
examination of the venereal disease statis- 
tics of the Navy in conjunction with the 
figures for prophylaxis taken from monthly 
reports of venereal diseases that chemical 
disinfection as a means of prevention is 
quite worthless. Such a view would be 
very superficial and without the most ele- 
mentary attempt at analysis. With in- 
sight into the situation one is forced to 
believe that in many instances prophylaxis 
in name only is being administered. 

Careful studies made in the Navy in past 
years indicate that chemical agents really 
applied within a reasonable time after ex- 
posure will prevent infection in more than 
50 per cent of the instances in which in- 
fection might be expected to develop with- 
out prophylaxis. It is altogether probable 
that careful disinfection within one hour 
will prevent disease in upwards of 75 per 
cent of the cases that would otherwise 
occur. 





Gall-bladder Operations, 


Biraupd (Medical Journal and Record, 
July 1, 1925) notes that there are two 
clinical types of common duct obstruction. 
In one the individual is in apparent good 
health; he has neither fever, icterus, nor 
acholic stools. He is able to attend to his 
duties and only occasionally has a slight 
attack of indigestion, or a mild cholangitis 
attack accompanied by a slight icterus and 
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a trivial elevation of temperature. His 
common duct is filled with calculi, but not 
completely obstructed. Bile, in sufficient 
quantity to maintain its function in the 
process of digestion, and to prevent jaun- 
dice, reaches the duodenum. Frequently, 
invoking the aid of numerous gall-stone 
cures, he remains fairly comfortable for a 
period of years. However, the final day of 
reckoning always comes, and here again 
infection is the determining factor. On 
account of added infection of an acute 
exacerbation of the ever-present inflamma- 
tion, the duct becomes completely occluded 
and immediately gives rise to those most 
alarming symptoms so characteristic of 
common duct obstruction. The other type 
is acute from its very inception. There is 
severe pain, marked pyrexia, high-grade 
icterus, chills, and acholic stools. In an 
incredibly short time the patient suffers 
great loss of weight, frequently forty to 
fifty pounds. His condition immediately 
becomes critical. Under these circumstances 
there is no longer any hesitancy on the part 
of any one in recommending operation to 
meet this contingency. A fatal mistake, 
however, is frequently made by delaying 
operation in the hope that the patient’s 
condition will improve or for fear that he 
may not be able to stand the shock of op- 
eration. Yet instead of improving the 
patient grows worse, and the longer the 
operation is delayed the less chance is there 
for recovery. Immediate operation, before 
the patient’s vitality is completely sapped 
by torturing days and nights of pain, chills, 
high fever, and inanition, offers the only 
chance of succor. 

The dangers of instituting operative pro- 
cedures during an acute attack of cholecys- 
titis may have been greatly exaggerated. 
Such danger is found to be no greater than 
operating during an acute attack of appen- 
dicitis. Delay may cause irreparable dam- 
age, and even if the patient escape with his 
life, late operation or operation after the 
acute attack has subsided greatly lessens his 
chance of ultimate cure. 

The choice of operation depends upon the 
conditions which are found when the ab- 
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domen is opened. If there is empyema of 
the gall-bladder, marked pericholecystitis 
and peritonitis, drainage should be instituted 
and the gall-bladder removed at a secondary 
operation. If, however, the disease is still 
confined to the gall-bladder, cholecystectomy 
is the operation of choice, providing there 
are no insurmountable contraindications, 
such as technical difficulties and complicat- 
ing diseases. Probing of the common duct 
through an infected gall-bladder is to be 
condemned on account of the danger of in- 
fecting the duct. This is especially true if 
the cystic orifice is occluded. It is better 
to incise the common duct directly if there 
is any doubt regarding the presence of 
stones. 





Psychosis Following Surgical 
Operations. 

Sorest (Medical Journal and Record, 
July 1, 1925) notes that practically all pa- 
tients operated upon present symptoms 
more or less severe and of varying dura- 
tion, which show that a derangement of the 
mind existing prior to the operation has 
been increased. He does not dwell here 
on what could be called the mild temporary 
psychosis following all surgical operations, 
done either under general or any form of 
local anesthesia, or of the psychosis follow- 
ing a condition that has caused an evident 
disturbance in the whole system, such as 
an acute intestinal obstruction, a fractured 
skull, an exophthalmic goitre, or other con- 
ditions, or of psychosis preéxisting, and 
only aggravated by the surgical operation. 

Every surgeon has observed patients who 
from few to several hours after the opera- 
tion show a marked change in their psychic 
condition, some becoming éxceedingly rest- 
less and even violent to the point of hav- 
ing to be restrained by the strait-jacket, 
indifference to everybody, even to their 
dearest relatives, and to everything. At 
times a most dramatic incident occurs: the 
patient jumps out of a window or otherwise 
commits suicide or attempts to end his life. 
The condition of these patients may im- 


prove spontaneously or following haphazard 
medication; often it becomes worse and the 
patient is lost. 

The treatment of this condition is gen- 


_ erally wholly inadequate and based on 


wrong principles, as is illustrated, for in- 
stance, by the administration of morphine, 


‘ bromides and other drugs intended to quiet 


the patient. 

Postoperative psychosis is a clinical entity, 
distinct from any other condition. What 
characterizes true postoperative psychosis is 
the fact that pulse, temperature, respiration 
and all other functions are normal at the 
onset of the psychic symptoms. Soresi in- 
sists on the words “at the onset of the 
psychic symptoms,” because at a later period 
disturbance more or less severe and often 
fatal will naturally ensue. But he empha- 
sizes the fact, on which a differential diag- 
nosis must be based, that at the onset of 
the psychic symptoms, pulse, temperature, 
respiration and all other functions are 
normal. 

It seems reasonable to suppose that pa- 
tients who are accustomed to the stimuli 
received by certain foodstuffs and especially 
by the so-called mild drugs, such as coffee, 
tea, chocolate, tobacco, alcohol, may suffer 
psychically when suddenly deprived of such 
stimuli, as is usual after a surgical opera- 


tion. This explanation of the pathogenesis - 


of postoperative psychosis is important, be- 
cause due attention has never been given to 
what can be called mild drug habits, as 
found among the civilized peoples of to-day, 
as the causative factor. It seems reasonable 
to think that the anesthetic, trauma and 
shock caused by a surgical operation, al- 
though in the greatest majority of cases not 
sufficient to unbalance the nervous system, 
might do so when the patient’s nervous 
system is accustomed to the use of some 
drug, of which he or she is deprived after 
the operation, at a time when it is needed 
most. 

If the manifestation of the psychosis is 
due to the need of some drug, a need ac- 
centuated by the shock and trauma caused 
by the operation and the anesthetic, it would 
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seem logical to think that the direct admin- 
istration of the drug to which the patient 
was accustomed should: be specific. It 
would seem logical, therefore, to inquire of 
any patient who has to undergo a surgical 
operation if he or she is accustomed to any 
drug, whether alcohol, coffee, tea, tobacco, 
morphine, cocaine, or any other, and admin- 
ister such drug in small quantities as a 
preventive of the possible manifestation 
of a psychosis, or better be on the lookout, 
and give it immediately at the first mani- 
festation of the psychosis. 

A cripple will run faster and more se- 
curely with the most primitive crutches to 
which he is accustomed than with the most 
perfect artificial limb recently applied. The 
moment this cripple had to walk far and 
fast for his safety would be the most inop- 
portune time to make him change his old 
crutches for the most ideal artificial limb. 
The same principle applies to patients: 
after a surgical operation, when they have 
to walk fast and sometimes very far in 
order to recover their health, they need their 
habitual stimulants no matter how bad, 
even as the cripple needs his old crutches. 

The value of strychnine in these cases 
seems to be beyond discussion. In at least 
three cases, without the aid of strychnine, 
the patient would have been lost. 





Progress in Public Health. 


Newman (Lancet, July 25, 1925) re- 
ports a reduction in the death-rate of Eng- 
land of from 21 to 12 in the last forty-five 
years. In the same period the infant mor- 
tality rate, a most sensitive index of national 
health, was brought down from 149 per 
thousand born to 75. The expectation of 
life for every child born in Britain to-day 
is approximately twelve years longer than 
that of its grandfather. Going back still 
further the average expectation of life for 
males in the years 1841-50 was 34.6; the 
period from 1881-90 it increased to 40.1; 
by 1920-22 it increased to 53.8. 

Jones, Secretary of the Public Health 
Department of Glasgow, has shown that the 
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male infants born in that city had an ex- 
pectation of 31 years in 1870-72, which in 
1920-22 had been raised to 48 years. It is 
regarded as significant that the expectation 
of life was better in Glasgow in 1821-27 
than in 1870-72. 

Coincident with this lessened mortality 
rate there has been a reduction in sickness 
and invalidism in certain diseases. In 1875 
enteric fever accounted for 370 deaths in 
each million; last year the 370 had fallen to 
12. Its incidence in the South African war 
was 28.5 per cent of troops, in the European 
war one per cent. In 1875 there were 
1500 deaths attributed to typhus in England 
and Wales; in 1924 there were only 5. But 
100 years ago, in London and Edinburgh, 
typhus was endemic, with periodic epidemic 
outbursts. “The disappearance of typhus 
and relapsing fevers from the observation 
of all but a few medical practitioners in 
England, Scotland, and Ireland,” says 
Creighton, “is one of the most certain and 
most striking facts in our epidemiology,” 
and he attributes their disappearance to bet- 
ter housing, cheap food, and increased 
wages. 

The tuberculosis death-rate is declining 
rapidly and with increasing velocity. In 
1847 the death-rate per million from con- 
sumption was 3189, in 1875 it was 2313, 
and in: 1924 it had fallen to 801. It is 
hardly too much to say that if this decline 
should continue more or less along the line 
it has followed, tuberculosis will have be- 
come a rare disease before the end of the 
present century. 

Smallpox was a national scourge a cen- 
tury ago; to-day it is the perquisite of those 
who elect to have it. Last year Sir Clifford 
Allbutt declared that the almost complete 
abolition of chlorotic anemia of young 
women is one of the most remarkable 
issues of a single generation of modern pre- 
ventive medicine. All this has meant an 


immense saving of human life, an increase 
of human capacity and national wealth, an 
incalculable extension and enlargement of 
happiness and contentment. 

In some ways the most wonderful med- 
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ical triumph of the past half-century has 
been the discovery of the means of the 
control of the tropics. It is true that we are 
yet a long way off complete control, but the 
causes of disease have been found and the 
means of stamping them out demonstrated. 
Famine stands in the front line of the cap- 
tains of the men of death, and the advance 
in methods of irrigation and transport of 
food have greatly reduced it and played a 
prominent part in the establishment of pub- 
lic health. Close behind famine follows dis- 
ease. The discovery of the causes of ma- 
laria, of yellow fever, of plague, of cholera, 
and of sleeping sickness is common knowl- 
edge. Yet all these discoveries belong to 
the period since the Public Health Act of 
1875. 

Malcolm Watson demonstrated the possi- 
bility of preventing malaria in the federated 
Malay States by banishing the anopheles’ 
breeding places by the clearance of the 
coastal forest and subsoil and surface 
drainage. In India and elsewhere this 
technique may prove inexpedient or in- 
sufficient, unless supplemented by a direct 
attack on the mosquito in its larval or 
adult stage, or screening habitations or 
persons from it invasion, or treating 
cases or carriers. Indeed, the recent 
‘Malaria Commission of the League of 
Nations in Italy, Russia, and Eastern 
Europe has recommended for countries with 
incomplete public health services and limited 
funds the urgent necessity of abstaining 
from “radical” engineering measures and 
adopting “primary” public health measures 
based on ascertainment of sources of in- 
fection, treatment and after-treatment of 
patients and carriers, and dealing directly 
with infected houses and mosquitoes—in a 
word, quinine, the attack on the mosquito, 
the protection of the individual, and general 
sanitation. 

Practical measures against sleeping sick- 
ness (trypanosomiasis) have been taken 
effectually in the Cameroons, the Congo, 
Tanganyika, Kenya, and Uganda. They 
consist of the systematic surveys (clinical 
and bacteriological) of the infected popula- 
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tion, followed by curative and prophylactic 
use of atoxyl in large doses; the separation 
of the healthy from the infected, with the 
isolation, if necessary, of whole villages or 
the migration of sections of the population 
from areas or streams affected with the 
tsetse-fly; sanitation of villages and im- 
provement of diet; the proper drainage 
and the clearance of banks of water- 
courses, paths, roads and settlements of 
all brushwood; and lastly, fly destruction 
by means of bird-lime or otherwise. These 
methods have completely suppressed sleep- 
ing sickness in the Portuguese island of 
Principe, off the west coast of Africa, and 
proved effective in terminating recent disas- 
trous epidemics on Lake Victoria Nyanza, 
and elsewhere in equatorial Africa. In this 
way hundreds of thousands of lives have 
been saved, and the way in which the 
tropics can be brought under control has 
been demonstrated. 

All this can mean only one thing. The 
last half-century has proved beyond doubt 
that nationally and imperially preventive 
medicine has now become practical politics. 
The trail has been blazed. It remains for 
this country to use it, apply it, and extend 
it—and all of it—with courage and wisdom, 
to its national and imperial problems as the 
sound and economic policy. A stunt here 
and there will not suffice; it should be or- 
ganized as a whole, as an integral factor 
in statecraft. 





End Results in Operations for Anterior 
Poliomyelitis. 

BoorstTeEIn (Surgery, Gynecology and Ob- 
stetrics, August, 1925) reports on patients 
who had usually been observed by him 
before operation, were treated conserva- 
tively as long as this offered a fair prospect 
of success, and subsequently operated on 
by him. He tabulates his cases and con- 
cludes his paper as follows: 

Many complicated operations for cases 
of anterior poliomyelitis can be performed in 
a general hospital as well as in a special 
orthopedic hospital. 
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It is absolutely obligatory that the ortho- 
pedie surgeon who operates on a child for 
deformity following anterior poliomyelitis 
carry out and personally supervise the 
after-treatments, as many valuable opera- 
tions are discredited because the after-care 
is not properly casried out. 

For stabilization of the foot, astragalec- 
tomy is the best operation as to result in 
both function and shape. After an astra- 
galectomy the muscles throughout the entire 
lower extremity, even the thigh muscles, 
improve immensely. Open instead of closed 
(subcutaneous) tenotomy should be per- 
formed. 

Transplantation of biceps for quadriceps 
gives very satisfactory results. Soutter’s 
operation for transplantation of hip flexors 
is a very useful and satisfactory operation 
for cases of even long duration. 

Steindler’s operation of transplantation of 
plantar muscles gives good results, but one 
must be sure to stretch the foot considerably 
and use a brace for a long time. 

Gallie’s operation of tendon fixation has 
not given desired results. Jones’s operation 
of transplantation of the longus hallucis 
gives good results. Tendon transplanta- 
tion fails if a weak muscle is expected to 
do the work of a strong muscle. 





Paraffin as a Primary Dressing for 
Skin Grafts. 


Cotter (Surgery, Gynecology and Ob- 
stetrics, August, 1925) on the basis of an 
eight-year experience with paraffin dressing 
with the Ollier-Thiersch skin graft, reports 
that these grafts take best on normal tissue. 
Whenever possible, old granulating areas to 
be covered are excised and the graft applied 
to the more nearly normal underlying tissue. 
Recent granulating surfaces are prepared 
for grafting by the application of Dakin’s 
solution every two hours, the exuberant 
granulations being removed with scissors as 
often as necessary to keep the surface 
smooth and at least level with the surround- 
ing parts. It is true that grafts will take 
in the presence of sepsis, but the percentage 
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of successful takes is much smaller and 
sterility of the wound is worth striving for. 
Autografts are more successful than iso- 
grafts. The isografts may apparently take 
but disintegrate after several weeks. 

Prior to cutting the graft the skin is 
either moistened with normal saline solution 
or lightly greased with a thin petrolatum as 
suggested by Parker. A large broad-bladed 
amputation knife has been satisfactory for 
cutting the graft. The graft is left attached 
at one end and dropped back in its bed, be- 
ing easily smoothed out by a stroke with 
the back of the knife blade, and a piece of 
gutta-percha is laid over it. The: outer 
aspect of the graft adheres to the gutta- 
percha strip which when picked up carries 
the graft with it. 

If the surface to be covered is a gran- 
ulating one it has been previously prepared 
as described, and nothing further is done to 
it at this time. If it is a fresh surface of 
fat, fascia, or muscle, perfect hemostasis is 
secured. Rather than risk a graft on a 
surface with doubtful hemostasis we have 
resorted to the expedient of applying a 
pressure dressing of dry gauze to the wound 
and placing our grafts in the ice-box. At 
the end of six hours the dressing is re- 
moved, and, all oozing having stopped, the 
grafts are applied as usual. The grafts can 
be cut any desired shape as they lie on the 
gutta-percha, and are placed wherever de- 
sired. Pressure is made on the graft 
through the gutta-percha and the gutta- 
percha is removed. Any air or liquid bub- 
bles present are now pressed out by gentle 
manipulation with a probe. The grafts in 
position are carefully dried of all gross 
moisture with cotton applicators. Flexible 
paraffin of the type used in the treatment of 
burns is applied as a spray by means of the 
paraffin atomizer. The paraffin is main- 
tained at a constant temperature, just above 
the melting point of the wax, in a water- 
bath. Care is taken not to hold the atomizer 
too close to the graft; a distance of at least 
12 inches is usually correct. The entire 


grafted area and a margin of normal skin 
at its periphery are covered with a layer of 
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paraffin at least 1.5 millimeters in thickness. 
The grafts are thus firmly anchored and 
their displacement by subsequent manipula- 
tions is unlikely. The entire paraffined area 
is covered with strips of gutta-percha each 
about 2.5 centimeters wide and as long as 
the wound. The strips are laid with an 
overlap. Over this is placed a dressing of 
fluff gauze sufficient in amount so that the 
pressure exerted by the bandage or adhesive 
applied over it will have an elastic quality. 
A moderate, even pressure of this nature 
can be safely applied since the grafts are 
anchored by the paraffin. 

After the retention bandage is applied, 
the part, if an extremity, is splinted to 
insure further security for the graft. After 
the grafted area is covered with its coat of 
paraffin a similar coating of paraffin is ap- 
plied to the area from which the grafts have 
been removed. Over this a gauze dressing 
is applied and the whole covered by a 
bandage. This has proved to be a most 
comfortable covering for this at times un- 
comfortable area. 

In grafts applied to a sterile fresh sur- 
face, the dressing need not be taken down 
for five days at least, but when deal- 
ing with a granulating surface the first 
postoperative dressing is made on the third 
day. At this time the sheet of paraffin can 
be lifted from the grafts without in the 
least disturbing them. The amount of mois- 
ture present varies. If the surface is 
sterile the grafts are dry, pink and firmly 
fixed; if infection is present there will be 
some exudate present varying in amount and 
character with this factor. The amount of 
exudate, however, is always smaller than 
one might expect. If the surface is dry 
and sterile, a dressing similar to the primary 
one is now reapplied and the subsequent 
dressings done every second day. If any 
infection is believed to be present, the 
wound is carefully cleaned with cotton 
pledgets moistened with Dakin’s solution, 
then dried and exposed to the air under a 
screen or bed cradle. The further use of 
paraffin is discontinued in this group of 
cases, and they are exposed to the air during 
the day with careful cleansing twice each 
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day. At night they are dressed with sterile 
petrolatum around the periphery of each 
graft and covered with gauze and bandage. 
In the uncommon case with profuse exuda- 
tion and marked sepsis, moist dressings 
of Dakin’s solution are used during the 
night. After the lapse of three days there 
should be enough fixation of the grafts so 
that further splinting against displacement 
should not be necessary. 





The Treatment of Tetanus. 


Situ and LeicHtTon (American Journal 
of the Medical Sciences, vol. clxviii, p. 852) 
summarize a study of this subject and their 
clinical experience and say the rational 
treatment of tetanus should be carried out 
as follows: 

Prophylactic antitoxin, subcutaneously in 
all suspicious wounds; repeated again after 
ten days, especially if suppuration is present, 
or if an operation is to be performed. 

Antitetanic serum should be given during 
an attack of tetanus. Intravenous admin- 
istration may be satisfactory. Intraspinal 
serum should be employed in severe cases 
or where improvement is not satisfactory. 
Spasms should be controlled by the subcu- 
taneous injection of magnesium sulphate. 
In urgent symptoms, or when the subcu- 
taneous method fails, intraspinal or even the 
intravenous route should be employed. 
Morphine sulphate, in addition to mag- 
nesium sulphate, may aid at times. Careful 
personal observation is necessary in order 
to judge the dosage and method of admin- 
istration of magnesium sulphate. 

The wound of infection should be opened 
and cleaned, and air should be allowed to 
reach it. Tincture of iodine should be used 
locally. Serum should be injected at the 
site of the wound to block the progress of 
the toxin. 

An intramuscular or subcutaneous injec- 
tion of serum should be given on the eighth 
or ninth day after the beginning of the treat- 
ment, in order to keep up the prophylaxis. 
Fluids and nourishment should be supplied, 
and careful nursing is essential. 

Eight cases are reported with no mortal- 
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ity. Perhaps the most striking one is that 
of a boy who, a few days after a gunshot 
wound of the index-finger, exhibited stiff 
neck and on the following day could not 
open his mouth. On the seventh day clonic 
contraction developed. His wound was 
cleansed, peroxided, and wet-dressed, and he 
was given 20,000 units of antitetanic serum 
subcutaneously, and 10,000 units intrave- 
nously; also chloral and bromides were 
administered by the mouth. During the 
next few days he was given repeated doses 
of antitetanic serum and magnesium sul- 
phate, the latter both intraspinally and sub- 
cutaneously ; 2 cc of a 25-per-cent solution 
being used for each intraspinal injection, 
5 cc of the same solution for the intramus- 
cular ones. This patient received in all 
245,000 units of antitetanic serum and 815 
cc of magnesium sulphate solution. No im- 
provement took place till after the intra- 
spinal magnesium sulphate injection. After 
five of these, 2 cc each time, the convulsions 
were practically abolished. 





Oil Sterilization of Edged Instruments. 


Laney and Mason (Surgery, Gynecology 
and Obstetrics, August, 1925) note that the 


immersion of instruments in alcohol is 
shown to be ineffective by two recent re- 
ports demonstrating the presence of the 
bacillus aerogenes capsulatus in active state 
upon such instruments thus treated. 

In one instance, reported by Fritz Brun- 
ing, two patients were operated upon with 
instruments used in a case of gas bacillus 
infection some days before. Both these 
patients developed gas bacillus infection, 
and the presence of the organism upon the 
instruments employed was demonstrated by 
bacteriological examination. These instru- 
ments had been washed with hot soap-suds 
after being used, dried, and placed in 70- 
per-cent alcohol. 

In the other case, reported by R. N. Nye 
and T. B. Mallory, gas bacilli were discov- 
ered upon a knife-blade removed directly 
from the instrument cabinet and placed in 
deep tubes of bouillon. 

The writers then undertook the following 
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experiment in order to determine the effect 
of the operating-room sterilizing solution 
(70-per-cent alcohol) on a gas-producing, 
sporulating anaerobe. Six 6-inch pieces of 
fairly heavy wire (about 18 gauge) were 
inserted in an anaerobic plain bouillon cul- 
ture of the gas-producing, sporulating ana- 
erobe obtained from a Bard-Parker knife- 
blade. The wires were withdrawn, placed in 
a large sterile test-tube, and incubated at 
37.5° C. until dry. Five of them were then 
placed in individual sterile test-tubes con- 
taining the operating-room sterilizing solu- 
tion and allowed to remain for 5, 10, 15, 30, 
and 60 minutes, respectively. These five 
wires, as well as the sixth untreated wire, 
which served as a control, were then cul- 
tured anaerobically in plain bouillon. All of 
them showed abundant growth and gas 
after twenty-four hours’ incubation at 
37.5° C. The observers concluded, there- 
fore, that one and possibly two of the fatal 
gas bacilli cases were due to infection at 
the time of operation from knife-blades or 
scissors, used two or three days earlier on 
a known case of gas bacillus infection and 
inadequately sterilized prior to re-use. 

Many clinics tried to meet the difficulty 
by boiling the instruments in water. But 
while boiling. in water insures sterilization, 
it destroys the delicate edges of the instru- 
ments, particularly of knives, which is so 
important for sharp, accurate dissection. 
That an efficient and more desirable degree 
of sterilization may be obtained without loss 
of the delicate edge was demonstrated by 
Lyman of Boston. 

The sterilizer consists of a cast aluminum 
shell or box with rounded corners and an 
outer shell of heavy polished nickel copper. 
The inner shell is the oil container. In the 
space between the two shells is a 14-inch 
thickness of asbestos heat insulator, which 
effects a great economy of heat and also 
keeps the exterior of the sterilizer cool. 

The sterilizer is heated by thoroughly in- 
sulated Cutler Hammer heaters, securely 
bolted to the bottom of the cast aluminum 
container. The best temperature for steril- 
ization is 150° to 160° C., and the wattage 
of the heaters is sufficient to bring the oil 
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up to this point in not more than thirty 
minutes. The temperature of the oil is then 
thermostatically maintained at the point re- 
quired for sterilization by an improved type 
of adjustable thermostat. This thermostat 
may, if desired, be set to control any 
sterilization temperature ranging from 100° 
to 160° C. within one degree of the setting. 

The authors exhibit photomicrographs of 
knife edges properly sharpened and steril- 
ized by boiling in water, by immersion in 
70-per-cent alcohol, and by immersion in 
paraffin oil at a temperature of 150° C. for 
fifteen minutes. The effect of water on the 
edge is amazing in its destructiveness. The 
alcohol has little or no effect, nor has the oil. 





Surgical Treatment of Chronic Sciatica. 


Taytor (Atlantic Medical Journal, Au- 
gust, 1925) writes of that form of sciatica 
which, while entirely resistant to medical 
treatment, yields promptly and completely 
to well-advised surgical intervention. The 
first step in the cure process is in the diag- 
nosis, and sacroiliac strain and disease of 
the hip-joint must be excluded, as must the 
toxemias and referred pains produced by 
acute pelvic inflammation and new growths. 

There is a pure neuralgic form of sciatica 
in which pain is the sole symptom, and a 
neuritic type in which there are other 
symptoms indicating inflammation of the 
sheath of the nerve and involvement of its 
fibers; accompanied by tenderness and sen- 
sory and vasomotor disturbances, usually 
slight in degree. This may be regarded as 
an interstitial neuritis or a perineuritis. 

In two of the patients subject to surgery 
a second operation had to be performed 
before cure was established. In most in- 
stances distinct abnormality of the nerve 
was found. 

As to the operation, a free incision is 
made from the gluteal fold downward, of 
sufficient length to expose the nerve as far 
as the pain and tenderness extends along 
the thigh. The nerve is then hooked up 
with the finger, and the adhesions surround- 
ing it carefully dissected away. This does 
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not mean stretching, but simply lifting the 
nerve up, taking great care not to stretch it. 
No muscles are cut. All adhesions are dis- 
sected off clean, with a knife or scissors if 
they are very firm, but they may be so fine 
that they can be stripped off with the fin- 
gers or a bit of gauze. All loose ends and 
tags of adhesions must be removed. It is 
important, if the pain be high up, to free 
the nerve as it emerges from the sacrosciatic 
notch. Great care must be exercised not to 
cut any of the branches of the nerve, which 
is then dropped back into its bed. The 
muscles are adjusted into their places, and 
the fascia and skin are sutured. The fascia 
should be carefully sutured, as otherwise the 
scar in the skin stretches. 

The patient is kept in bed for three weeks 
and no splint is employed. It is advisable 


to drain the wound for twenty-four to forty- 
eight hours with a small piece of rubber 
dam. 

All of the patients operated on, 19 in 
number, made rapid and complete recovery. 
There was no mortality. 





Tracheobronchial Diphtheria. 


BoEBINGER (New Orleans Medical and 


‘Surgical Journal, August, 1925) suggests 


there should be a closer codperation between 
the attending physician and the laryngologist 
in all important cases, and especially in the 
suspected or obscure ones. 

In tracheobronchial diphtheria the mem- 
brane may form first in the smaller bronchi 
and extend upward in the trachea. In an- 
other group of cases we have the membrane 
formation localized first in the trachea and 
spreading downward. In either group of 
cases the larynx and oropharynx may not 
be involved. 

Boebinger writes of primary involvement 
of the lung, accompanied by marked cyano- 
sis early in the disease, asthmatic dyspnea, 
and peculiar but constant physical signs dis- 
tinctive of bronchial obstruction. Nasal, 
faucial and pharyngeal exudates are absent 
in many cases when the disease has been 
recognized earlier than the third to fifth day. 
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Culture returns taken from cases without 
visible exudate on the tonsils or pharynx 
are invariably negative, for it is impossible 
by the ordinary method of taking cultures 
to reach the site of the lesion. Often too 
much time is lost as well as the life of the 
patient, when we delay from day to day while 
taking cultures, rather than admitting the 
element of doubt and giving a large dose of 
antitoxin. The clinical picture of a case 
of tracheobronchial diphtheria is quite dis- 
tinctive of this disease. The onset is seldom 
sudden and the voice is never lost; aside 
from an occasional cough and slight stridor 
the condition may be readily overlooked and 
treated as an ordinary cold. The rise of 
temperature to 100°-104°, stenotic symp- 
toms, marked restlessness, cyanosis and 
irregular pulse, marked sinking in the supra- 
clavicular and sternal notches, dipping in of 
the epigastrium, are symptoms the experi- 
enced eye will never overlook. 

Always be suspicious of laryngeal 
“croup.” When one is called to see one 
of these low membranous types of diph- 
theria he will readily note the ballooning of 
the chest, for in these cases there is a 
marked emphysema of the lung in which the 
bronchus is obstructed. The type of res- 
piration is decidedly asthmatic, accompanied 
by early cyanosis and a cough which is 
seldom of the croupy type unless the larynx 
has become involved. 

One of the most important signs is 
brought out by placing the stethoscope over 
the trachea in the sternal notch, with the 
head well retracted; here there are no trans- 
mitted rales, and one can often hear the 
foreign body “flip-flop” sound due to a 
loosened piece of membrane which is inter- 
fering with respiration. These physical 
signs, which are fairly constant, accom- 
panied by a peculiar inspiratory-expiratory 
asthmatic dyspnea, are the chief indications 
for bronchoscopic measures. 

Dulness is seldom present, and a hyper- 
resonant note is the rule, due to the enor- 
mous amount of emphysematous lung tissue. 
Any slowly progressive dyspnea should be 
looked upon with a considerable degree of 
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apprehension, and when we are unable to 
account for the cause, a bronchoscopic ex- 
amination should be made. 

If the heart action is supported in these 
cases until the mechanical obstruction is 
removed, the outcome of the case is usually 
favorable. The supportive treatment given 
is small doses of morphine, atropine, and 
adrenalin. All instrumentation is done 
without an anesthetic. Failure to relieve 
the stenosis by intubation tube and the 
peculiarly constricted or rather blocked 
expiratory cough with the tube in place, 
are indicative of membrane below the tube. 

Mechanical removal of the obstructing 
membrane through the direct laryngeal 
speculum and bronchoscope is not at all 
difficult or painful. Jackson’s 4 mm. 
bronchoscope was used. A small instru- 
ment causes less traumatism. 

Suction, also, was used in the author’s 
case. The ‘latter is preferable as a time 
saver. A large metal ear syringe to which 
a small male catheter was attached was used 
on six different occasions to remove mem- 
brane and secretions. The suction apparatus 
when convenient is recommended. 

It is sometimes necessary to reintubate 
on account of infiltration of the arytenoid 
cartilages. When these cartilages are infil- 
trated the cords fail to abduct and intuba- 
tion is always necessary to separate the 
cords which cannot pull apart and give free 
passage of air. 

There is a case report of a well-nourished 
child three years old, suffering from what 
the family physician called “croup.” 
Twenty-four hours later dyspnea and 
tracheal tugging were noticed; 20,000 units 
of antitoxin had already been given, and 
the author advised 10,000 more adminis- 
tered intravenously. Intubation failed to 
give relief; tracheotomy was therefore per- 
formed, which produced a temporary bet- 
terment. Several times Jackson’s broncho- 
scope combined with suction was used to 
remove membranes. A total of 150,000 
units of antitoxin was given at intervals of 
6, 12, 18 and 24 hours, intravenously and 
intramuscularly. The patient recovered. 
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Symptoms oF VISCERAL Disease. By Francis 
Marion Pottenger, A.M., M.D., F.A.C.P. Third 
edition; illustrated. The C. V. Mosby Com- 
pany, St. Louis, 1925. Price $6.50. 

The subtitle of this book is “A Study of 
the Vegetative Nervous System in its Re- 
lationship to Clinical Medicine.” We well 
remember hearing the late S. Weir Mitchell 
making the jocular remark that when any 
one got up and discussed the sympathetic 
nervous system, he, for one, had his sym- 
pathetic nervous system stimulated to pity 
for his hearers, but since his day our 
knowledge of this subject has very consid- 
erably increased. One of the prime objects 
of Dr. Pottenger, in preparing this text, has 
been to emphasize the important point that 
diseases cannot be divided into those of this 
or that organ, but it must be recognized that 
one part cannot be diseased without affect- 
ing another part, and that no one organ 
can be understood except in its relationship 
to other organs of the body as a whole. 
Therefore, in this monograph an attempt is 
made to interpret so far as may be possible 
in terms of visceral neurology the symp- 
toms which are found in the every-day 
clinical observation of visceral disease. He 
recognizes not only conditions which are of 
sympathetic origin, but also deals with para- 
sympathetic reflexes. 

To those who have not kept abreast of 
this interesting subject we can say that they 
will be considerably surprised at the degree 
to which medical science has advanced 
along these lines. 


Tue Drasetic Lire. Its Control by Diet and In- 
sulin. By R. D. Lawrence, M.A., M.D. Illus- 
trated. P. Blakiston Son & Company, Phila- 
delphia, 1925. Price $2.50. 

Dr. Lawrence is the chemical pathologist 
and lecturer in chemical pathology in King’s 
College Hospital, London. His book con- 
tains a little more than 150 pages, and he 
has endeavored, as indicated by the title 
page, to bring the present-day treatment of 
diabetes by diet and insulin within the scope 
of the general practitioner as well as the 
understanding of the patient, whose intelli- 


gent cooperation is necessary for the best 
results. He calls attention to the fact that 
while as yet we have not solved all the 
difficulties in connection with diabetes, 
nevertheless our increased knowledge of 
diet and the introduction of insulin have 
enabled him to entitle his book “The Dia- 
betic Life,” whereas five years ago the only 
title would have been “The Diabetic Death.” 
The author recognizes that insulin is not to 
be used when diet can control the condition 
of the patient, and closes his text with a 
statement of the various tests that are useful 
and some dietetic tables. There are also a 
number of recipes which will enable the 
physician to make out a fairly appetizing 
diet list. 


DISEASES OF THE BroNcHI, LUNGS AND PLEURA. 
By Frederick T. Lord, M.D. Second edition, 
thoroughly revised; illustrated. Lea & Febi- 
ger, Philadelphia, 1925. Price $8. 

In addition to a thorough revision of the 
text of his first edition, Dr. Lord has added 
to this one a special chapter upon Pulmonary 
Tuberculosis. The author has been im- 
pressed with the number and importance of 
the diseases in the special parts with which 
the book deals, claiming that greater prog- 
ress has been made in the solution of the 
problems presented by the diseases of the 
bronchi, lungs, and pleura in the past decade 
than in any equal period during the last one 
hundred years, and he is happy in the 
thought that American workers have con- 
tributed their full share toward this im- 
provement. 

Within the last few years the fre- 
quency and importance of atelectasis, not 
only in surgical but also in medical cases, 
has been clearly recognized, and it is 
becoming increasingly evident that many 
cases thought to be pneumonia are in reality 
instances of atelectasis. Careful discussion 
of thoracic surgery and intrapleural pres- 
sure is naturally worthy of the considera- 
tion they receive, but, as we all know, the 
most important advance, because of the 
great number of such cases, has been the 
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treatment of acute empyema by closed 
drainage. This point is thoroughly recog- 
nized by the author. He insists that the 
diagnostic value of the Roentgen ray is too 
little heeded. Without question both or- 
dinary physical diagnosis and the -+-ray 
should be used in most instances where 
there is disease in the parts of the body 
which this book discusses. On the other 
hand, there is far too much of a tendency 
in these days to resort to what might be 
called laboratory methods instead of de- 
voting enough time to the study of physical 
signs, which in the days of ‘our forefathers 
afforded the only means of reaching a 
proper diagnosis. Dr. Lord’s book is a first 
guide in the subjects it covers. 


PREVENTIVE MepiciNeE. By Mark F. Boyd, M.D., 
M.S., C.P.H. Second edition, revised. The 
W. B. Saunders Company, Philadelphia, 1925. 
Price $4. 

Dr. Boyd is a member of the Regular 
Field Staff of the International Health 
Board of the Rockefeller Foundation. The 
first edition of his book appeared in 1920. 
The call for a second edition has stimulated 
him to every effort to make its text better 
than the first. In the space of a little over 
400 pages he deals with such subjects as 
naturally come in the scope of his title. He 
begins with Diseases Due to Invading 
Microorganisms and Epidemiology, and 
then takes up Deficiency Diseases, Occu- 
pational Diseases, Special Aspects of Hy- 
giene and Sanitation, Demography, and 
with a final chapter entitled Public Health. 
A bibliography appears at the end of each 
chapter. 

The parts of the book which will prove 
most interesting to general practitioners are 
those which deal with the diseases trans- 
mitted by contact, and in this text the 
author describes the measures which should 
be utilized for the prevention of the spread 
of disease. Thus, under Measles, he states 
that the infective agent is unknown, but is 
known to be a filterable virus; source of 
infection, cases in the active and prodromal 
stages ; exit of infective agent via the buccal 
and nasal secretions; route of transmission, 
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by direct or indirect contact; incubation 
period, seven to eight days; period of com- 
municability, during the period of catarrhal 
symptoms and until the cessation of abnor- 
mal mucous membrane secretions, which is 
from two days before to five days after the 
appearance of the rash, with a minimum 
period of seven days; entrance of infective 
agent into the body, probably by the mouth 
and nose. He then follows these brief 
statements by methods which should be 
undertaken for the control of the disease. 


THE CHEMICAL AND PHYSIOLOGICAL PROPERTIES 
OF THE INTERNAL SECRETIONS. By E. C. Dodds, 
Ph.D., B.Sc., M.B., B.S., and F. Dickens, M.A., 
Ph.D. The Oxford University Press, London 
and New York, 1925. Price $2.50. 


There are matry members of the profes- 
sion who will learn of the publication of 
this volume with much interest, for it may 
be truly said that there is no topic which is 
attracting more attention at this time in 
medical literature and practice. Further in 
this volume the authors have taken into con- 
sideration insulin as well as internal secre- 
tions which have been known for a longer 
period of time. Very properly a large 
amount of space is devoted to this new 
agent. 

The authors modestly state in their pre- 
face that they make no claim to originality 
in their text other than that it contains un- 
der one cover a summary of the literature 
dealing with the chemical aspects of inter- 
nal secretion, and they admit that while the 
text may be subject to criticism because 
too much unconfirmed work has been in- 
cluded, they reply that any worker investi- 
gating the properties of a new product needs 
such information, and, secondly, that recent 
advances have demonstrated the folly of 
overskepticism. 

The title of the book indicates that it does 
not deal with problems which are of direct 
interest to the bedside practitioner, and an 
examination of the text shows that it is 
what might be called a book upon organic 
chemistry limited to the endocrines. 

It is hard to believe the correctness of 
the statement of the authors that as early 
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as 1900 the physiological importance of 
practically all the organs of internal secre- 
tion had been fully established, and that 
thereafter it remained for workers to im- 
prove the methods of preparation and to 
determine the chemical composition of their 
active principles. 

In addition to the index in the volume, 
there is also an index of names of men 
who have made worth-while contributions 
to this subject, and each chapter also con- 
‘tains a copious bibliography which adds 
materially to the text. 


ProcressivE Mepicine. A Quarterly Digest of 
Advances, Discoveries and Improvements in 
the Medical and Surgical Sciences. Edited by 
H. A. Hare, M.D., assisted by L. F. Appleman, 
M.D. Volume III, September, 1925. 

This issue of Progressive Medicine, as 
have previous numbers for September, deals 
with the subjects of Obstetrics; Diseases 
of the Heart and Blood Vessels; of the 
Bronchi, Lungs and Pleura, and Dia- 
phragm; Dermatology and Syphilis, and 
Diseases of the Nervous System. The only 
new collaborator is Dr. George Gellhorn of 
St. Louis, who has contributed a very ex- 
cellent article of more than one hundred 
pages on the progress of obstetrics during 
the previous twelve months. The other 
contributors are Dr. O. H. Perry Pepper, 
Dr. H. R. M. Landis, Dr. Jay F. Scham- 
berg, and Dr. William G. Spiller. 

Illustrations are used whenever necessary 
to make the text increasingly valuable. Pro- 
gressive Medicine is designed, as many of 
our readers know, to provide the practitioner 
with a “story” of the progress of medicine 
during the previous year. 


A CoMPEND oF OpsstTeTrics. Revised and Edited 
by Clifford B. Lull. Tenth edition, illustrated. 
P. Blakiston Son & Company, Philadelphia, 
1925. Price $2. 

Our readers will remember that a good 
many years ago so-called “quiz compends” 
were very popular with medical students, 
the text being arranged in the form of 
questions and answers. Evidently there is 
still a demand for this type of book on the 
part of students, and the reason is not far 
to seek, because students often may know 


a certain fact but find difficulty in communi- 
cating their knowledge to an examiner by 
virtue of the fact that they are not familiar 
with the manner in which a question may 
be put to them. So, too, the brevity of the 
statements made renders it relatively easy 
for the student to obtain the essential facts 
in a given subject. 

The original author of this book, Dr. 
Landis, has now been dead for many years, 
and the tenth edition has been revised by 
one of the younger members of the profes- 
sion whose various hospital positions enable 
him to bring the book thoroughly up to 
date. The volume contains 84 illustrations. 


ALLERGY, ASTHMA, HAy-FEVER, URTICARIA AND 
ALLIED MANIFESTATIONS OF REACTION. By 
William W. Duke, Ph.B., M.D. Illustrated. 
C. V. Mosby Company, St. Louis, 1925. Price 
$5.50. 

It is evident from its title that the author 
of this book has taken up not only themes 
of very general interest, but has endeavored 
to add to our knowledge of a subject which 
is still in the making. Altogether his text 
covers some 300 pages, which is increased 
by a remarkably copious alphabetically ar- 
ranged bibliography. Up to date it may be 
stated that those who have used diagnostic 
and therapeutic measures along the lines 
considered by Duke have, we think, come to 
the conclusion that good results can be 
claimed in about 50 per cent of the cases, 
although the author of this book would 
probably regard the matter in a more opti- 
mistic light. The author’s experience has 
been entirely clinical, and he tells us that it 


- has extended over a period of twelve years. 


As a result he presents his subject from the 
view-point of the internist rather than from 
that of the specialist. Over 500 cases form 
the basis of his views. The book contains 
75 illustrations, most of them dealing with 
the vegetative materials which induce evi- 
dences of allergy, although he goes so far 
as to deal with the effects of light, heat, 
cold, and mechanical irritants, etc., in the 
development of symptoms. An interesting 
and important part of his text, although very 
brief, is where he deals with drug idiosyn- 
crasies. In the treatment of asthma he 
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states that adrenalin is relatively consistent 
in its effect upon all types of asthma, that it 
is not only effective when applied locally, 
but as a rule when given subcutaneously, 
and recommends as a starting dose % cc of 
1:1000 solution at. five-minute intervals 
until relief is obtained. In regard to 
pituitrin he calls attention to the fact that 
while it acts more slowly, its influence is 
more prolonged and in many cases it does 
not seem as efficient. Sometimes a com- 
bination of both of these substances works 
advantageously. A large number of similar 
therapeutic statements are found all through 
the text. 


MepicaL Ciinics or NortH America, July, 1925. 
W. B. Saunders Company, Philadelphia, 1925. 
(St. Louis Clinics.) 

Our readers are already familiar with the 
scope of this publication. The contributors 
to this issue are clinicians living in St. 
Louis and attached to various hospitals in 
that city. The subjects range all through 
medical practice from diabetes in infants 
and children to postural defects in children; 
‘and from the use of quinidine in auricular 
fibrillation to the prognosis and treatment of 
hypertensive cardiovascular-renal diseases, 
etc. 


‘(CLINICAL RESEARCHES IN ACUTE ABDOMINAL Dis- 
EASE. By Zachary Cope, B.A., M.D., M.S., 
F.R.C.S. Oxford University Press, London 
and New York, 1925. Price $4. 

The chapters in this book constitute for 
the most part an expansion of the Arris and 
Gale lecture delivered at the Royal College 
of Surgeons in 1922. The chapter on 
Hyperesthesia is reprinted with additions 
from the Lancet of 1924, and other chap- 
ters are taken from contributions made by 
the author to the British Journal of Surgery 
and the British Medical Journal. The scope 
of the text deals with function of the parie- 
tal peritoneum in the localization of abdom- 
inal pain, the importance of muscular 
tigidity and cutaneous hyperesthesia, the 
value of phrenic shoulder pain as a diag- 
nostic factor, the differences between acute 
thoracic and acute abdominal lesions, genito- 
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urinary symptoms in acute appendicitis, the 
femoral test for hypogastric peritonitis, 
and subacute perinephric abscess occurring 
without disease of the kidney. There are 
thirty-one illustrations showing the various 
conditions described in the text, which it is 
obvious will prove useful both to surgeons 
and to general practitioners. 


REPORT OF THE ST. ANDREWS INSTITUTE FOR CLINI- 
CAL RESEARCH, Volume II. Oxford University 
Press, New York, 1925. Price $3. 

St. Andrews Institute, as some of our 
readers know, was founded by the late Sir 
James Mackenzie with the thought that 
laboratory methods might be intelligently 
applied to clinical studies. The Introduction 
and first chapter were written by him in 
the early part of this year just before his 
death. A considerable amount of text rep- 
resents what Sir James has often written 
about before, but the greater part of it is 
contributed by workers in that laboratory. 
Thus Walker writes upon The Occurrence 
of Tremor and Fibrillation in Voluntary 
Muscle; Orr on Cardiac Pain in its Rela- 
tion to the Response to Muscular Effort; 
Waterson on The Sensory Activities of the 
Skin for Touch and Temperature; Paton 
upon The Normal Infant’s Chest as Studied 
with the X-ray. The closing chapters are 
by Paton upon A Clinical Study of Influ- 
enza, and by Herring and MacNaughton 
upon Observations on the Lymphatics and 
Lymph Glands and Their Role in the Ab- 
sorption of Foreign Particles and Tubercle 
Bacilli. 


A CoMPEND oF DISEASES OF THE SKIN. By Jay 
F. Schamberg A.B., M.D. Seventh edition, re- 
vised and enlarged, fully illustrated. P. Blakis- 
Son & Company, Philadelphia, 1925. Price 


We have already referred to the scope of 
these so-called compends in a previous re- 
view. This one is not gotten up in the form 
of questions and answers, but may be con- 
sidered to be a condensed manual of .der- 


matology. Incidentally, it may be stated 
that the illustrations are unusually good, 
both from the standpoint of the diseases 
which they represent and in the way they 
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have been developed. Considering the scope 
of the book, a large amount of information 
is given in regard to treatment. The book 
is a handy one not only for students, but 
for general practitioners who have not the 
time or the wish to study dermatology as a 
specialty. 





























THe Eye, Ear, Nos— AND THROAT MANUAL FOR 
Nurses. By Roy H. Parkinson, M.D. Illus- 
trated. The C. V. Mosby Company, St. Louis, 
1925. Price $2.25. 


This book, dedicated ‘“To Three Mothers,” 
is especially designed as a manual for teach- 
ing in the class-room. At the end of each 
lesson there is a quiz covering the subject 
discussed. There is a section of the book 
devoted to Operating Room Technic, and 
one dealing with the problems of the public 
health nurse. The illustrations, which are 
excellent, were made by the author and his 
wife. 

Bearing on Croup, the author points out 
that it must not be confused with mem- 
branous croup, which is really diphtheria. 
He makes no allusion to the persistence of 
symptoms, which is often, particularly in 
children, the basis on which probable diag- 
nosis may be made. 

The physiology of the nose is briefly dis- 
cussed and thereafter its common affections, 
with special reference to sinus disease. A 
discussion of the Ear and the Eye follows, 
and in the latter case there is a page and a 
half of definitions serviceable in enabling 
the nurse to understand the text. More 
space and time is given, and justly, to the 
eye than to other organs. Perhaps more 
attention might be given to glaucoma as 
an emergency affection and its immediate 
emergency treatment. 

The section devoted to Operative Tech- 
nique is extremely well done, as is that dis- 
cussing Public Health Nursing. 

It would be well for all tonsillectomy 
enthusiasts to read and digest the author’s 
indications for this operation. An ingenious 
chart is given for testing the eyes of the 

illiterate. 

This is a book written for a specific pur- 
_ pose, which it admirably accomplishes. The 
















































































































































































a a 



































THE THERAPEUTIC GAZETTE 


views are systematized into a course of in- 
struction to nurses and should protect them 
against those haphazard lectures which a 
busy practitioner is often called upon to 
give. After a study of this book a confer- 
ence with specialists in which the nurses ask 
for light concerning points they do not 
understand would seem highly desirable. 
Aided by this book in the hands of a com- 
petent teacher a nurse should be well 
prepared to derive the greatest advantage 
from a clinical experience of diseases of the 
eye, ear, nose and throat, and should become 
more promptly serviceable in clinics devoted 
to the treatment of these diseases than is 
the case when the usual casual instruction 
is given. 


SoME FUNDAMENTAL CONSIDERATIONS IN THE 
TREATMENT OF EMPYEMA ‘THOoRACIS. By 
Evarts A. Graham, A.B., M.D. The C. V. 
Mosby Company, St. Louis, 1925. Price $2.50. 
This brochure, which was awarded the 

Samuel D. Gross prize of the Philadelphia 

Academy of Surgery in 1920, was inspired 

by a knowledge of the large mortality atten- 

dant upon empyema both before and after 
the war, running in some cases as high as 

30 per cent, and by the fact that in the 

hands of the Empyema Commission the 

mortality was reduced to a little more than 

4 per cent. 

The Empyema Commission came to the 
conclusion that practically no case of non- 
tubercular empyema uncomplicated by lung 
abscess, suppurative pericarditis, etc., would 
die if properly treated. Pneumothorax was 
avoided in the acute stage, and chronic 
empyema was prevented by rapid steriliza- 
tion and obliteration of the infected cavity, 
and careful attention to the nutrition of the 
patient. 

There is an excellent chapter upon pa- 
thology, a section on normal intrapleural 
pressures, a discussion of the prevalent con- 
ceptions of the mechanics of open pneumo- 
thorax, demonstration of the errors of this 
conception, an experimental section, and an 
application of experimental results to the 
problem of the treatment of empyema. 
There is a chapter upon the prevention of 
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NOTES AND QUERIES 


chronic empyema; one bearing upon the 
question of nutrition ; and a summary of the 
clinical applications of the subject-matter of 
the brochure. 

Since the cardinal objects of the treat- 
ment of empyema are sterilization and the 
obliteration of the cavity, Graham advises 
the use of neutral 0.5-per-cent solution of 
sodium hypochlorite, combined with intelli- 
gent drainage; this entirely accomplishes 
both these objects. Also the sodium hypo- 
chlorite has proven most serviceable as a 
decorticating agent, so much so that belief 
is expressed that the need of mutilating 
operations such as those of Estlander and 
Schede will almost never arise. The in- 
sistence placed on the maintenance of ade- 
quate nutrition is incident to the marked loss 
of nitrogen which occurs during the early 
stage of acute streptococcic empyema. 


METHODS IN Surcery. By Glover H. Copher, 
M.D. The C. V. Mosby Company, St. Louis, 
1925. Price $3.00. 

Copher notes that these methods, routine 
suggestions and instructions have been pre- 
pared primarily for the guidance of house 
officers and students of Washington Uni- 
versity, School of Medicine. Graham in his 
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Foreword states that the reason these meth- 
ods are now published in book form is in 
the hope that they may be found useful to 
others. There are in all twelve chapters 
covering History, X-ray Department Rules, 
Surgical Ward Routine, Operative Room 
Routine, Postoperative Care, Suggestions 
for the Care of Oral-Plastic Cases, Gyne- 
cological and Genito-Urinary Routine and 
Special Diets. 

Bearing on the relief of pain the author 
wisely remarks that morphine is the drug 
of choice for this purpose and that the pa- 
tient should be given a sufficiently large dose 
to secure the desired result. As to hypo- 
dermoclysis, it is advised that the rate of 
flow should correspond to that of absorp- 
tion so that the tissues are not painfully 
distended. 

The section on Routine and Special Diet 
should be particularly helpful and should 
be used by surgeons who give this question 
in its details scant attention. 

There is an addenda to the book of blank 
forms having for their end the insurance of 
an adequate history. 

An excellent book likely to be most 
serviceable to internes, but helpful to both 
physicians and nurses. 





Notes and Queries 


The Medical Witness. 


In the British Medical Journal of June 
27, 1925, Joy states it is often a matter of 
amazement to counsel, and must even some- 
times be so to physicians, to find how com- 
pletely doctors differ, or appear to differ, 
from each other in the evidence that they 
give about a case. Presumably both sides 
cannot be right—though he believes that in 
the great majority of such cases both 
sides are honestly giving their opinion; the 
reasons for this difference are no doubt 
various. Perhaps the most influential one is 
that of unconscious partisanship. One has 
become identified, as it were, with the one 


party, and is for his side; one cannot help 
noticing particularly, and perhaps magnify- 
ing, the points that assist his side’s case; 
one overlooks, or fails to give due weight 
to, points that do not fit in so well. The 
ideal medical witness should be on guard 
against this from the beginning; he should 
remember that he has probably approached 
the case at the very start with one side’s 
views and wishes placed before him, and 
not the other’s; he begins by looking for 
something, expecting to find it, instead of 
looking—with a quite open mind—to see 
what he does find. 

Or again he is in the witness-box, is be- 
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ing cross-examined; he feels that it is “up 
to” him to justify the confidence placed in 
him by his side; it is human nature to 
want to “play up” accordingly, and almost 
unconsciously he adds a little or omits a 
little; he cannot bear the idea of “letting 
down” his side, or being what might seem 
to them “disloyal”; and when faced with 
a point which he sees might be unfavorable, 
he screws himself up just a little bit to 
enable him to discount it, justifying it to 
himself perhaps by saying, “Well, I know 
my man really is in the right, and is en- 
titled to succeed.” A clever cross-examiner 
will comprehend this state of mind, and 
try to get the witness to go a little further, 
and still a little further, and in the end one 
has to go too far and the damage is done. 
Sometimes the cause for this difference 
of views is of quite another kind: there 
may be a real division in the profession 
upon the point under discussion—some 
think this, some that. Here is a chance for 
the witness to help counsel. As a rule doc- 
tors know something of each other’s views 


and theories. Joy recalls a case of nystag- 
mus about which there occurred a remark- 


able difference of evidence. The question 
was, Had the man nystagmus or had he 
not? Eminent witnesses on his side said he 
had; an equally eminent witness on the 
other side said he had not. Happily the 
mystery was solved: on a tip from his side 
the latter was asked what he meant by hav- 
ing nystagmus, and he answered that he 
admitted no nystagmus where the symptom 
of oscillation of the eyeballs was not present 
—little he cared for the extended definition 
of that disease in the Workmen’s Com- 
pensation Act. Again, it may be in some 
cases that the respective doctors may have 
made their examination at widely different 
times, and the patient’s condition may have 
essentially differed; no doubt various other 
reasons will suggest themselves. 

Joy mentions these matters to impress 
upon us that one can frequently be of 
great assistance to counsel, not only by 
giving evidence in the witness-box, but 
by closely following the whole evidence 
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and giving advice to him on _ points 
of this kind which may be invaluable 
for cross-examination. When possible, jot 
down your “tips” on paper and let him have 
them; it is not at all easy to take them in 
from a whispered conversation, while per- 
haps counsel is on his feet examining or 
cross-examining. One must remember that 
rarely, if ever, has counsel sufficient med- 
ical knowledge of his own to hope to cross- 
examine a medical expert effectively; and 
rarely, too, has he any ground for cross- 
examining such a witness as to honesty or 
credibility ; and so his only chance of mak- 
ing any impression is by being supplied 
with material whereby he may throw some 
new light on the case, or lay bare the reason 
why the doctor under examination may 
have been misled into forming such an 
erroneous view of the case. 

If one makes a deduction from certain 
stated facts, be quite sure there is no flaw 
in that deduction. No less a person than 
a very learned judge whose face was an 
exact counterpart of that of George III. on 
the coins, on one occasion when counsel was 
inviting a jury to infer a certain consequence 
from the likeness of two people to each 
other, interrupted him, saying, “Don’t dwell 
too long on that. It has been said I am the 
son of his late majesty George III. because 
of my likeness to him; all I can say upon 
that subject is this: George III. was never 
in Scotland, and my mother was never out 
of it; so if you can make me out to be his 
son, do. Now goon.” Counsel, in a stage 
whisper, for the jury to hear, to his neigh- 
bor: “But they might have met at the 
border !” 

When one is being cross-examined he 
shall be on the lookout for questions which 
assume that he has said something which 
he has not said, or that something has been 
proved which has not been proved, and for 
questions to which he cannot properly 
answer Yes or No—for example, “Have 
you given up beating your wife?” Consid- 
erable latitude is allowed to the cross- 
examiner, but he has no right to put unfair 
questions or make inaccurate statements, 
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and the witness is fully entitled to point out 
the inaccuracy, and, in extreme cases, to 
appeal to the judge if he thinks the question 
unfair. When one feels that he has scored 
a point and floored the cross-examiner with 
his answer, be content—do not try to kick 
him as well. That proceeding is apt some- 
tmmes to do harm. A parting kick perhaps 
discloses something that provides him with 
a new weapon. So let well alone; remem- 
ber the epitaph on the tombstone of one 
who failed to do so: “I was well, I wanted 
to feel better; I took physic, and here I 
am.” 

Bear in mind always that the function of 
the witness is to assist the court to arrive 
at what it believes to be a correct conclu- 
sion upon the medical question in the case, 
and one will do that most effectively by not 
showing any resentment at cross-examina- 
tion, or trying to score off counsel per- 
sonally, but by answering the questions 
courteously and simply; and, as opportunity 
arises, giving the reason why the witness 
cannot accept this or that suggestion as it 
is put. So long as the medical witness con- 
ducts himself as an impartial expert giving 
assistance to the court, no counsel will gain 
any advantage by attacking him; it is only 
when he shows himself biased, or gives the 
impression that he is keeping something 
back, that he really exposes himself to 
effective cross-examination. 





The Abuse of Hospital Charity. 


The following letter appeared in the Bos- 
ton Medical and Surgical Journal of July 
23, 1925, and contains much food for 
thought not only in Boston, but nearly 
everywhere else: 

“In coming in contact with the activities 
of the various hospitals in Boston one is 
struck with what is apparently one of the 
aims of these institutions, namely, the elim- 
ination of the family physician. 

“Almost daily we have write-ups of the 
various hospitals, with colored and other 
illustrations showing the great specialists of 
the Boston Dispensary, etc., curing the mul- 
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titude free. In these same articles emphasis 
is made about alleged overcharging by the 
profession, and the impossibility of the 
average physician to diagnose disease with- 
out the equipment that is attached to these 
hospitals. 

“Some of these institutions advertise to 
keep open at night and to charge but one 
dollar for the wonderful skiil of their staff. 

“We must wonder that acute urethritis 
has become such a baffling disease to diag- 
nose in late years. The worst quacks in the 
old days did not go any further than the 
authors of these articles in the Boston press. 

“One of the hospitals in Roxbury has 
started in on a new line of endeavor, which, 
no doubt, will be followed by some of the 
others soon. I refer to the furnishing of 
staff physicians at the rate of 50 cents per 
visit to all comers who telephone for such 
service. This hospital also furnishes for 
fifteen dollars complete obstetrical services 
by staff doctors at the patient’s home. 

“The various hospitals in Boston send out 
appeals for money under the pretense of 
helping the unfortunate poor. As a matter 
of fact, the unfortunate poor are crowded 
by the pikers that come in their automobiles 
to get free treatment, and these same pikers 
are welcomed with open arms. In fact, I 
would not be surprised to see free gasoline 
furnished if competition becomes more 
strenuous. 

“The great number of social workers, 
social nurses, etc., act as propagandists for 
their respective hospitals. These people, in 
my opinion, should be put to some useful 
work. We all know how scarce real work- 
ing nurses are in the public hospitals. 

“There is good team work between the 
hospitals, the Baby Hygiene, and the Dis- 
trict Nursing Association. The Baby Hy- 
giene starts the pauperizing work early. 
The people are taught to bring their children 
(without respect to their financial status) 
to the clinic. 

“The people have had it drilled into them 
in recent years by men high up in the pro- 
fession that it is quite proper to accept 
medical charity, and that the only good 





836 


treatment was that given by hospital doc- 
tors. No wonder an editorial appeared in 
the Boston American recently, in which the 
statement was made that 75 per cent of doc- 
tors were not fit to treat any animal. 

“It behooves the physicians of Boston, if 
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they are to have any income left, to oppose 
the extension of the hospital influence; to 
keep their patients under their own control; 
to negative any suggestion that would place 
patients beyond the care of their own 
physicians.” 





Correspondence 


The Triimper Telescopic Needle for 
Qbtaining Blood. 
To the Editors of the THERAPEUTIC GAZETTE. 

Srrs: In many functional or tolerance 
tests—e.g., glucose, urea—involving the in- 
troduction into and absorption from the ali- 
mentary tract of the test substance, the 
variable rate of absorption may interfere 
with the accuracy of the test. This may be 
avoided by introducing the test substance 
intravenously. 

Blood volume studies and functional 
tests which necessitate the repeated veni- 
puncture for blood sampling (e.g., vital red, 
phenoltetrachlorphthalein) are occasionally 
objectionable to the patient and there may 
be difficulty in entering the vein at regular 


stated intervals. 
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These difficulties may be overcome by the 
use of the telescopic needle pictured above. 
The needle, consisting of A, or A and B, 
is introduced and control sample of blood 
withdrawn. In children or in patients with 


very small veins A may be dispensed with. © 
If desired, the flow of blood may be stopped 
by occluding the lumen with B and C, or C 
alone if A is not used. 

When the test solution is to be introduced, 
stylet C is withdrawn and reintroduced 
when the desired quantity of fluid has en- 
tered the vein. If B alone has been used, 
before introducing C the needle is flushed 
either by allowing 2 cc of blood to flow out 
or introducing a few cubic centimeters of 
sterile salt solution. The needle may be 
held in situ by placing a gauze sponge over 
both ends and fixing with strips of adhesive 
or narrow bandage. If the patient is un- 
duly restless the arm may be immobilized 
by a straight splint. Subsequent samples 
are obtained by withdrawing B and C, the 
blood flowing out through A. 

It is our belief that the needle may be al- 
lowed to remain in- the vein for an hour, 
but thus far we have only used it for periods 
extending up to 25 minutes, during which 
time three samples of blood have been with- 
drawn. The danger, if any exists, lies in 
the possibility of forcing particles of a 


‘blood clot into the vein when stylet C is 


repeatedly withdrawn and introduced. This 
matter is now under investigation. 

This telescopic needle has been in use in 
the Jefferson Medical College Hospital since 
September, 1923. 

Yours truly, 
Max Trumper, B.S., A.M. 


“Wor 
- 
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